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EPIGRAPH 
You've got to drive the body to the last inch of energy, and then go on.  You gain 
nothing by just going up to where you are exhausted.  The body will only build and grow 
to fit the demands which the mind makes.  If all you do is exercise until the body is tired, 
the body will get lazy and stop a bit shorter every time.  
You have to go to the point of exhaustion and go on.  That way, the body will 
figure out, "We've got to build up more body strength if that crazy mind is going to drive 
this hard."  If you always quit when you are merely tired, you will not gain.  Once you let 
the body tell the mind when to quit, you are whipped for sure.  You cannot gain listening 
to the body.  
We can become stronger.  We only use about half the available strength of our 
bodies and less than that of our minds!  We can always take one more step!  When we are 
on the attack, we can always go one more mile.  
 
--General George S. Patton, Jr. 
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 The United States is in the middle of a health epidemic that shows no signs of 
stopping.  Obesity is a disease that carries a significant number of health-related issues.  
The adult population has experienced a decrease in overall wellness, where the mental 
and physical health of individuals is disrupted by the effects of obesity.  Even more 
alarming is the rate of increase in childhood obesity and its impact on America’s future. 
 The consequences of this health epidemic are especially visible in the increased 
costs of health care caused by obesity-related diseases.  This epidemic reaches across 
many aspects of life.  The impaired ability to function mentally and physically has left 
individuals incapable of performing daily functions in their personal and professional 
lives.  As the demand on individuals’ time has increased, there has been a noticeable 
decrease in health-and-wellness activities.  Inactivity, demanding work environments, 
stress, fast food, processed groceries and meals, consumption of sugary drinks, and 
smoking all may contribute to obesity in the United States. 
 This research project attempted to determine the viability of Body Mass Index 
(BMI) to predict employee wellness.  By using BMI as a predictor of wellness, both 
individuals and organizations can organize initiatives to direct employees into healthy 
lifestyle programs.  Addressing obesity and reversing a culture of inactivity, disease, and 
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death are fundamentally correct.  The challenge is for leaders and employees to discover 
a path to living well. 
 The research addresses BMI as a predictor of wellness by determining the 
relationships across the factors of The Indivisible Self (Myers & Sweeney, 2005a) 
wellness theory.  Is there a relationship between BMI and total wellness (the creative self, 
the coping self, the social self, the essential self, and the physical self)?  The research 
indicates that a relationship does exist.  The strengths of the relationships between BMI 
and factors of wellness do not offer conclusive evidence that BMI alone predicts 
wellness.  The relationships observed, however, offer opportunities for changes in 
Americans’ lifestyles. 
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CHAPTER 1: THE PROBLEM 
Chronic diseases associated with obesity have become the leading cause of death 
among Americans.  In 2003, during testimony before the Subcommittee on Education 
Reform, Surgeon General Richard H. Harmon said:  “I welcome this chance to talk about 
a health crisis affecting every state, every city, every community, and every school across 
our great nation.  This crisis is obesity.  It is the fastest growing cause of disease and 
death in America” (Carmona, 2003, p. 1).   
Nearly ten years later, the epidemic persists and Americans remain in serious 
danger.  According to Flegal, Carroll, Ogden, and Curtin (2010), 33.8% of adult 
Americans are obese.  The Division of Health and Nutrition Examination Survey results 
indicate that 16.9% of children and adolescents ages 2-19 years are obese (Ogden & 
Carroll, 2010).  The most recent statistics estimate that approximately 78 million adults 
and 12.5 million children in the United States are clinically obese (Centers for Disease 
Control and Prevention [CDC], 2011a).  Statistics indicate that Americans are clinically 
obese and suffer from chronic health-related diseases. 
According to the CDC (2011b), obesity is a label for a range of weight considered 
unhealthy; it has been identified as a contributing factor for certain diseases and 
associated health problems.  Obesity and related health issues contribute to a decrease in 
overall wellness.  The CDC (2012c) states that obesity in the United States has become 
“common, serious, and costly” (CDC, Adult Obesity section, para. 1).  Health care costs 
continue to rise and become unaffordable for employers and employees (Collins, 2004).  
While demand for a healthy and productive workforce increases, personal and 
professional work performances remain under attack (Els, & De La Rey, 2006).  
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Inactivity and low self-esteem associated with obesity contribute to depression and poor 
mental health (Oeland, Laessoe, Olesen, & Jorgensen, 2010).  Obesity strips individuals 
of their spirit and motivational drivers.  Lifestyle choices and environmental influences 
contribute to Americans’ quality of life and wellness (Nestle & Jacobsen, 2000).  
Reversing this trend through education and an understanding of wellness is essential.  A 
wellness profile that exhibits balance across physical, mental, and spiritual aspects is 
critical (Adler, 1964; Hettler, 1984; Myers & Sweeney, 2005a; Myers, Sweeney, & 
Witmer, 2000).  A balanced wellness profile may provide answers for how to address 
obesity and the associated physical, mental, and spiritual risk factors. 
Purpose 
 This investigation identifies relationships between body mass index (BMI) and 
wellness factors among full-time employees at private Kentucky colleges and 
universities.  For the purpose of this research, BMI serves as a measure of obesity and the 
identifying variable for discovering whether a relationship exists between obesity and 
factors of wellness among full-time employees. 
This study defines wellness by the first order factor of the Indivisible Self: An 
Evidence Based Model of Wellness (Myers & Sweeney, 2004).  The model measures 
wellness across five second-order factors: the creative self, physical self, coping self, 
social self, and essential self.  According to Myers and Sweeney (2005b), each of the 
second-order factors are measured by 17 third-order factors: thinking, emotions, control, 
work, positive humor, exercise, nutrition, leisure, stress-management, self-worth, realistic 
beliefs, friendship, love, spirituality, gender identity, cultural identity, and self-care.  
Adler (1964) was the first to theorize that man is an indivisible being with all parts 
3 
 
functioning as one.  His Indivisibility of Self Theory placed the “emphasis on the whole 
rather than on the elements, and on the interaction between the whole and its parts” (p. 
11).  The current Indivisible Self Theory model was developed through extensive 
research and evaluation of survey participants’ wellness factor responses (Hattie, Myers, 
& Sweeney, 2004; Myers & Sweeney, 2005a; Myers, Sweeney, & Witmer, 2000; 
Sweeney & Witmer, 1991; Witmer, Sweeney, & Myers, 1998). 
Rationale 
Wellness is a quality of life that defines how people function within the context of 
their environments.  Myers, Sweeney, and Witmer (2000) define wellness as a way of life 
oriented toward optimal health and well-being in which an individual’s mind, body, and 
spirit are fully integrated into a goal of living life more fully.  According to Archer, 
Probert, and Gage (1987), wellness is defined as “the process and state of a quest for 
maximum human functioning that involves the body, mind, and spirit” (p. 311).  Leading 
health organizations like the CDC, the International Association for the Study of Obesity 
(IASO), the National Institutes of Health (NIH), and the World Health Organization 
(WHO) agree that increases in unhealthy behaviors by people such as smoking, poor 
nutrition, and lack of exercise contribute to a decline in overall wellness.   
Unhealthy lifestyle choices, such as those that lead to obesity, reduce the 
condition of wellness of U.S. citizens.  The obesity epidemic has created a state of chaos 
within the realms of physical, mental, and spiritual wellness.  According to the CDC 
(2011a), obesity-related conditions are responsible for some of the leading causes of 
death among Americans and are directly linked to the following health-related issues: 
cancer (endometrial, breast, and colon); gout; osteoarthritis; gallbladder disease and 
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gallstones; type 2 diabetes; high blood pressure; high cholesterol; dyslipidemia; coronary 
artery disease; stroke; infertility; sleep apnea; and asthma (CDC, 2011a). 
Obesity negatively impacts an individual’s physical, mental, and spiritual 
wellness; and it has become an epidemic degrading people’s quality of life.  “The real 
purpose of health is to allow a more satisfying and meaningful life, to enjoy a higher 
quality of life,” said Dr. James S. Marks, Director of the National Center for Chronic 
Disease and Health Promotion (Marks, 2003, p. 2).  Obesity limits performance, 
socialization, and an individual’s sense of belonging.  The result is that Americans spend 
billions of dollars a year on medical problems caused by preventable diseases.  The CDC 
(2011a) reports that, in 2008, the medical consequences of obesity cost Americans $147 
billion.  Organizations such as the National Cancer Institute and the National Heart, 
Lung, and Blood Institute have combined to spend as much as $2.5 million in health 
education promotion (Nestle & Jacobsen, 2000).  Educational efforts to promote healthy 
living, exercise, and nutrition often cannot compete financially with the alternatives.  The 
food industry alone spends more than $33 billion on advertising, trade shows, incentives, 
and customer promotion for products that support unhealthy habits (Nestle & Jacobsen, 
2000).     
Clearly, obesity exacts a heavy toll on an individual’s physical, mental, and 
spiritual wellness.  The World Health Organization (WHO), National Institutes of Health 
(NIH), CDC, and other health-related agencies identify obesity as a disease that poses 
catastrophic health implications. The direct and indirect effects of obesity qualify it as a 
disease, which typically are associated with depriving individuals of their health and 
well-being and in many circumstances leading to loss of functionality and death.  Wyatt, 
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Winters, and Dubbert (2006) confirm obesity as a major risk factor for chronic diseases, 
and they identify the decrease in longevity and quality of life as significant causes for 
concern.  Like most diseases, obesity impairs an individual’s ability to find a wellness 
balance in life.  A balanced approach to living well is critical (Hattie et al., 2004).  Myers 
and Sweeny (2005b) state that a balanced profile consists of friendships, work, leisure 
time, emotions, humor, spirituality, and the overall perception of an individual’s value in 
the world. 
Obesity’s economic burden on individuals and organizations has widespread 
implications on a workforce that has shifted from manual labor to one of inactive white 
collar workers (Wyatt et al., 2006; Nestle & Jacobson, 2000).  Obesity has a significant 
effect on individual wellness, and poses a deep cultural issue in an environment that 
places increased demands on our time.  The current culture of civilization is marked with 
labor saving devices that reduce individuals’ energy needs while their high calorie energy 
intake increases (Nestle & Jacobson, 2000).  More work hours, less pay, more expensive 
healthy food, less time, expensive access to exercise facilities, and other variables 
contribute to the American obesity epidemic.  The complexity of the personal and 
professional demands made on Americans’ wellness creates accountability issues for 
overall wellness.   
The Fort Worth Business Press (2006) identified that Americans extend their 
work week as a result of the constant connection to email, laptops, and cell phones.  
Technological advancements have increased workers’ productivity; however, those same 
advancements also have created an environment void of meaningful time for wellness.  
The new American workplace with its inactive, deskbound culture contributes to the 
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obesity epidemic by reducing physical activity opportunities throughout the workday 
(Parker-Pope, 2011).  Individuals have forfeited wellness opportunities at work as 
demands for their time and productivity continue to grow.  Lifestyle choices have led to 
an inactive culture in which people have forfeited portions of their mental, physical, and 
spiritual wellness.  Because of this decline in overall wellness, chronic diseases have 
become the leading cause of death among Americans (CDC, 2010b). 
The combination of work productivity and decreased wellness has left Americans 
disconnected from their most essential resource, their wellness.  According to Adler 
(1964), the primary human goal consists of belonging and feeling significant.  As an 
individual’s state of wellness declines, his sense of how he matters to himself, his family, 
co-workers, and his community also diminishes.  Hattie et al. (2004) observed that 
individuals without purpose or direction in life and lacking optimism or hope possess a 
higher risk for both mental and physical illness.  The human body is designed to operate 
as a whole rather than in parts.  Current lifestyle choices isolate factors of wellness, 
resulting in underdeveloped human functioning.  Americans are operating in silos, 
dividing many of their wellness factors from one another and are choosing not to balance 
their lives, resulting in this silo effect.  In many cases some mental and physical factors 
are completely void of stimulation, resulting in an underdeveloped existence.  Hattie et al. 
(2004) developed the Indivisible Self Theory to recognize the significance of balance and 
the overlapping of functional life factors responsible for the realization of wellness in life. 
The Indivisible Self Theory is organized into three factor levels arranged around 
the central theme of wellness (Figure 1).  Hattie et al. (2004) recognized that these 
wellness factors are linked and, therefore, indivisible to the whole person.  The 
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Indivisible Self Theory defines wellness as a central first-order factor.  Wellness is then 
defined by the second-order factors that consist of the creative self, physical self, coping 
self, social self, and essential self.  Each of the second-order factors are defined by third-
order factors.  The creative self is defined by thinking, emotions, control, work, and 
positive humor.  The physical self is exercise and nutrition.  The coping self is defined by 
leisure, stress-management, self-worth, and realistic beliefs.  The social self includes 
friendship and love.  The final second-order factor is the essential self of spirituality, 
gender identity, cultural identity, and self-care. 
 
Figure 1. The Indivisible Self Model (Adapted from Hattie et al., 2004) 
Understanding the link between obesity and wellness forms the first step toward 
balancing body, mind, and spirit.  The second step can come only from leaders within 
families, communities, companies, and organizations who focus on changing the wellness 
environments they lead.  These groups must create a culture of wellness.  “People can 
Third ‐
Order 
Factors
Second ‐
Order 
Factors
First‐
Order 
Factor
The Indivisible Self
Creative Self
Thinking, Emotions, 
Control, Work, & 
Positive Humor
Physical Self Exercise & Nutrition
Coping Self
Leisure, Stress‐
Management, Self‐
Worth, & Realitsic 
Beliefs
Social Self Friendship & Love
Essential Self
Spirituality, Gender 
Identity, Cultural 
Identity, & Self‐Care
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safeguard their quality of life by making healthy lifestyle choices, but even more can be 
done through policies and environments that support healthy behaviors and promote 
quality of life for entire communities” (Mensah, 2003, p. 3).  It is critical that “disease 
prevention and health promotion become a priority in our role as leaders” (Carmona, 
2003, p. 3). 
The poor choices that individuals make regarding their physical and mental 
existence do not contribute to a positive wellness lifestyle.  The national wellness profiles 
clearly indicate many Americans are incapable of managing their wellness.  Leadership 
throughout various organizational levels must lead individuals away from a pattern of 
unhealthy behaviors that contribute to the obesity epidemic.  Colleges and universities are 
not exempt, as obesity and other chronic health-related diseases have resulted in 
workforces becoming unhealthy; these contributing health issues reduce performance and 
productivity (Freedman & Rubinstein, 2010). 
Americans’ wellness may depend on initiatives from college and university 
leaders to address the obesity epidemic.  Freedman and Rubinstein (2010) state that 
“universities are important environments for developing strategies and policies to address 
health care issues” (p. 205).  Through research, education, programming, and leadership, 
higher education often offers important findings and insight for addressing societal 
problems.  “Only leadership can motivate the actions needed to alter behavior in any 
significant way. Only leadership can get change to stick by anchoring it in the very 
culture” (Kotter, 1996, p. 30).  If higher education is a key to inspiring a cultural change, 
then college and university campuses must first address obesity. 
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Higher education leaders can address their employees’ wellness by recognizing 
and changing the campus environment through education.  “Leaders establish the vision 
for the future and set the strategy for getting there; they cause change. They motivate and 
inspire others to go in the right direction and they, along with everyone else, sacrifice to 
get there” (Kotter, 1996, p. 25).  Appley (1990) stated, “It is difficult for us to conceive 
that one can be a leader of others if one is not a leader of oneself” (p. 67).  Therefore, 
wellness leadership must start at the top.  Kouzes and Posner (2008) explain that, in order 
to believe the message, a follower must believe the messenger, and the leader has 
responsibility for serving as a model.  Laziness, poor decision making, and the inability 
to care for oneself are not the characteristics of strong leaders.  A strong leader must set 
an example and articulate a vision for wellness.  Followers depend on the sincerity and 
the integrity of their leaders to model a desired behavior.  Predictions of relationships 
surrounding BMI and wellness factors may provide college and university leaders the 
resources necessary to initiate a change in the obesity epidemic. 
Research Questions 
Does a relationship exist between Body Mass Index (BMI) and an individual’s 
wellness as defined by the factors of the Indivisible Self Wellness Theory? 
 Is there a relationship between BMI and an individual’s total wellness? 
 Is there a relationship between BMI and an individual’s creative self? 
 Is there a relationship between BMI and an individual’s coping self? 
 Is there a relationship between BMI and an individual’s social self? 
 Is there a relationship between BMI and an individual’s essential self? 
 Is there a relationship between BMI and an individual’s physical self? 
10 
 
Process 
An online version of the evidence-based 5F-Wellness inventory (Myers & 
Sweeney, 2005b) was distributed to full-time employees at the 20 institutions of the 
Association of Independent Kentucky Colleges and Universities (AIKCU) who chose to 
participate.  All AIKCU school presidents were given the opportunity to allow email 
distribution of the inventory.  The following AIKCU institutions participated in the 
project: Alice Lloyd College, Asbury University, Bellarmine University, Berea College, 
Brescia University, Campbellsville University, Centre College, Georgetown College, 
Kentucky Christian University, Kentucky Wesleyan University, Lindsey Wilson College, 
Mid-Continent College, Midway College, Pikeville College, Saint Catherine College, 
Spalding University, Thomas More College, Transylvania University, Union College, 
and University of the Cumberlands (AIKCU, 2010).  
Participants responded using a Web-based version of the 5F-Wellness inventory 
consisting of 96 items.  The first 80 asked participants to respond to statements that most 
accurately describe them most of the time.  Responses were measured using a 4-point 
Likert scale (1 = strongly agree, 2 = agree, 3 = disagree, 4 = strongly disagree).  Each 
participant’s response to the first 80 items measured perceptions regarding the Indivisible 
Self for the creative, physical, coping, social, and essential self.  The remaining 16 items 
gathered demographics, including height and weight information using a standard 
measurement scale.  Self-reported height and weight information was used to calculate 
each individual’s Body Mass Index (BMI), which is recognized as the most common 
method for discovering a person’s body fat (CDC, 2011b).  BMI calculation is a reliable 
predictor for the categorization of obesity (CDC, 2011b; Obesity Action Coalition, 2011; 
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International Association for the Study of Obesity, 2011; & National Heart and Lung and 
Blood Institute, 2012).  Other information that participants provided consisted of age, 
gender, ethnicity, marital status, employment, body composition perception, institution, 
and combined household income.  Additional information included number of sick/illness 
days taken per year, number of children, screen time, highest level of education, degree 
type, and parents’ highest level of education. 
Respondents’ answers were organized according to BMI as the primary 
independent variable.  Secondary independent variables included institution, gender, 
education, and income.  A series of simple regressions were conducted using data 
collected by responses to the 5F-Wellness inventory.  Total wellness and the Indivisible 
Self factors (creative, physical, coping, social, and essential self) formed the primary 
dependent variables of the study.   
Hypothesis 
BMI influences total wellness and the five factors of the Indivisible Self Theory 
of wellness. 
Null Hypotheses 
 BMI has no influence on total wellness. 
 BMI has no influence on the creative self. 
 BMI has no influence on the physical self. 
 BMI has no influence on the coping self. 
 BMI has no influence on the social self. 
 BMI has no influence on the essential self. 
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Key Terms and Definitions 
 Obesity.  Obesity is a label for the ranges of weight greater than what is generally 
considered healthy for a given height.  It also is a term used to identify certain 
diseases and other health-related problems (CDC, 2012b). 
 Body Mass Index (BMI).  Body mass index is a calculation of an individual’s 
height and weight to determine their general body fat (Figure 2).  
Weight Status BMI 
Underweight < 18.5 
Normal 18.5 – 24.9 
Overweight 25.0 – 29.9 
Obese 30.0 – 39.9 
Extremely Obese >40.0 
 
Figure 2.  Weight Status According to Body Mass Index 
(Adapted from MedicineNet.com, 2011) 
 Wellness.  Wellness describes a way of life oriented toward optimal health and 
well-being in which an individual’s mind, body, and spirit are more fully 
integrated with a goal of living life more fully (Myers, Sweeney, & Witmer, 
2000). 
o Mental Wellness.  Mental wellness is stimulated by the intellectual and 
creative learning process and also includes the social engagement of our 
life functions.  Mental wellness determines an individual’s adaptability to 
manage life’s challenges with the least amount of stress.  
o Physical Wellness.  Physical wellness includes regular exercise, proper 
nutrition, and rest.  The characteristics of a physically well individual are 
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categorized by muscular strength and endurance, cardiovascular strength 
and endurance, and flexibility.  Physical wellness also refers to addressing 
illness and disease as a preventative measure.  Proper physical wellness 
contributes to positive self-esteem. 
o Spiritual Wellness.  An individual’s personal value system defines 
spiritual wellness.  Spiritual wellness is considered to be a search for 
meaning, purpose, and general balance as part of the human existence.  
Spiritual wellness encompasses an existential view contributing to a 
balanced, meaningful life. 
 The Indivisible Self.  The human body consists of many factors functioning as 
one in order to maintain optimal wellness.  When wellness factors are divided, the 
overall functionality of the individual is affected.  The Indivisible Self Theory 
consists of three factor levels arranged around the central theme of wellness 
(Hattie et al., 2004).  Total wellness defines the first factor level. The second 
order factors are defined by their associated third order factors. 
o Creative Self.  The creative self is defined by the factors of thinking, 
emotions, control, work, and positive humor. 
o Physical Self.  The physical self is defined by the factors of exercise and 
nutrition. 
o Coping Self.  The coping self is defined by the factors of leisure, stress-
management, self-worth, and realistic beliefs. 
o Social Self.  The social self is defined by friendship and love. 
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o Essential Self.  The essential self, a second-order factor, defined by the 
third-order factors of spirituality, gender identity, cultural identity, and self 
care (Hattie et al., 2004). 
 Leadership.  Leadership is a journey by all individuals toward the highest level 
of productivity in life.  Appley (1990) stated: 
Positive thinking is the basis for positive action and the motivation for it, but the 
value of positive thinking must be implemented by the power of positive action.  
The synergistic effect of positive thinking plus positive action results in the 
realization of full human potential, a high level of productivity. (p. 82) 
 Quality of Life.  Quality of life defines an individual’s overall satisfaction with 
life, including but not limited to work, family, friendships, love, health, physical 
activity, personal perception, value, spiritual awareness, and social engagement. 
Assumptions and Limitations 
 This study assumes that employees of small Kentucky colleges struggle with their 
wellness and that obesity is a major contributing factor.  The health-related issues that 
affect employees and employers because of the physical and mental illnesses associated 
with obesity continue to increase across America. 
The survey sample is limited to small private Kentucky colleges and universities.  
Additionally, institutional attitudes, geographic location, access to resources, and 
responses for wellness may not be consistent across the 20 campuses. 
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Significance of the Study 
 This quantitative study on wellness addresses obesity and predicts a possible 
relationship between body mass index and employee wellness.  High BMI indexes 
indicate the presence of obesity and negatively affect wellness.  Discovering the 
relationship between BMI index and the Indivisible Self Model of wellness may 
contribute to a redefined culture for Americans.  Learning to understand the complexity 
of obesity as a contributing factor to overall wellness emphasizes the importance of the 
whole person.  Addressing obesity through overall wellness offers possible solutions to 
the obesity epidemic, which can lead to a culture of wellness that offers balance across 
many dimensions, including an overall improved quality of life. 
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CHAPTER 2: REVIEW OF THE LITERATURE 
 Chapter 2 defines obesity, analyzes the related literature, and also provides an 
examination of the impact of obesity on America.  The context of wellness is outlined 
using the Indivisible Self: An Evidence Based Model of Wellness (Myers & Sweeney, 
2005b) as a means to address the quality of life for individuals.  Leadership is the 
resource for identifying and developing a culture of wellness within organizations.  
Ample research material exists regarding obesity, wellness, and leadership.  Despite the 
availability of resources, many Americans are not well, continue to grow obese, and 
suffer at work and in multiple aspects of their personal lives.  Despite organizational 
leadership’s awareness of available resources, successful comprehensive wellness 
initiatives developed to improve the quality of life for individuals are limited. 
 The literature review consists of first identifying obesity and all its health-related 
conditions.  Examining obesity on a national perspective and then examining the 
epidemic that consumes Kentuckians is addressed in this chapter.  Establishing a baseline 
for the prevalence and destructiveness of the disease creates the opportunity to examine 
employee wellness and leadership responsibilities.  The literature review identifies and 
defines the three holistic aspects of wellness hypothesized to affect obesity: physical, 
mental, and spiritual.  A general history of wellness provides the internal framework for 
the explanation of the Indivisible Self: An Evidence Based Model of Wellness (Myers & 
Sweeney, 2005b).  The researcher provides a breakdown of the five factors of wellness 
that are the primary focus of this investigation: the creative, physical, coping, social, and 
essential selves.  A brief explanation of the context of the 5F-Wel inventory concludes 
the literature review. 
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Obesity 
Obesity is a disease that attacks individuals’ physical, mental, and spiritual 
wellness.  Obesity and related health issues contribute to a decrease in health and 
wellness.  Chronic diseases associated with obesity are the leading cause of death among 
Americans, increasing costs and rendering health care unaffordable for employers and 
employees.  The scrutiny of employees’ work performance increases with the demand for 
greater productivity from employers. Organizations’ leaders feel responsible for 
addressing obesity as it relates to employee motivation, productivity, and overall work 
performance.  Lifestyle choices and environmental influences negatively contribute to 
quality of life.  Obesity statistics and other related chronic diseases continue to rise, while 
access to affordable health care, wellness initiatives, and education is limited or at times 
unavailable.  The CDC (2012c) reported that the medical cost of obesity in the United 
States was about $147 billion in 2008.  In addition, the American Public Health 
Association (APHA) reports that the U.S. spends more per capita than any other nation 
on health care, including $1.5 trillion in medical costs associated with chronic diseases 
such as diabetes, heart disease, and cancer (APHA, 2009).  The research appears to 
indicate that all these chronic, preventable conditions all have direct links to obesity.  
APHA (2009) reports that obesity alone will cost the nation more than $344 billion in 
health care related expenditures by 2018.  
According to the CDC (2012c), 35.7% of the U.S. adult population is clinically 
obese, and that statistic is rising.  The CDC (2010a) defines a BMI index number 
between 30-39.9 as obese.  According to the CDC’s most recent data, nine states rank in 
this category (Alabama, Arkansas, Kentucky, Louisiana, Mississippi, Missouri, 
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Oklahoma, Tennessee, and West Virginia).  Kentucky ranks fourth in the United States 
for obesity prevalence, behind only Mississippi, Louisiana, and Tennessee.  The 
Kentucky Institute of Medicine (2007) reports that 32% of Kentuckians, compared with 
24% of adults nationally, report no physical activity, the second highest ranking in the 
country.  America’s Health Rankings (AHR) indicate that Kentucky ranked 44th 
nationally (AHR, 2010).  For example, AHR (2010) identified Kentucky’s national rank 
in the following areas: prevalence of smoking (50), physical activity (44), cancer deaths 
(50), poor physical health days (50), poor mental health days (50), health status (49), 
cardiovascular deaths (43), diabetes (47), high cholesterol (49), and high blood pressure 
(47).  These areas represent a sample of the contributing health measures responsible for 
Kentucky ranking among the nation’s unhealthiest, and obesity is a significant 
contributing factor.  
The CDC (2012a) reports that 12.5 million U.S. children between the ages of 2 
and 19 are clinically obese.  Unfortunately, this figure shows that the number of child 
obesity cases has tripled since 1980.  The current generation of children born in the 1990s 
is the first whose life expectancy is predicted not to exceed their parents’ due to health, 
most of which is related to childhood obesity and related diseases (Olshansky et al., 
2005).  Childhood obesity rates continue to trend upward each year.  Americans are 
raising a generation of morbidly obese children who are expected to be society’s future 
leaders.  Research estimates that childhood obesity is projected to increase the prevalence 
of obese 35-year-olds in 2020 by more than 30-40% (Bibbins-Domingo, Coxson, 
Pletcher, Lightwood, & Goldman, 2007).  According to Barkin, Heerman, Warren, and 
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Rennhoff (2010), this group represents the future workforce, and obesity within their 
generation may negatively impact productivity and economic prosperity.  
Reporting for the New York Times, Pam Belluck (2005) addressed childhood 
obesity by referencing a report in The New England Journal of Medicine (Olshansky et 
al., 2005).  One of the report’s contributing authors, Dr. David S. Ludwig, stated that the 
current childhood obesity situation is “the quiet before the storm.”  Ludwig, the director 
of the obesity program at Children’s Hospital in Boston, predicts that the increase in child 
obesity will result in future medical conditions that have a direct impact on public health.  
In a related article several years later, Ludwig (2007) stated that, “if we don’t take steps 
to reverse course, the children of each successive generation seem destined to be fatter 
and sicker than their parents” (p. 2325).  Childhood obesity will lead to a larger public 
health issue in cases related to heart disease, cancer, emphysema, diabetes, kidney failure, 
and early death.  In addition to the physical toll obesity places on children, Ludwig 
(2007) also identifies the severe psychosocial complications including poor self-esteem, 
anxiety, depression, eating disorders, social isolation, and low educational attainment.   
The physical and psychological impact of obesity and other chronic health-related 
diseases is trending in a dangerous direction.  Ludwig (2007) states that “the obesity 
epidemic is a looming crisis” (p. 2326).  Supporting data indicate that obesity leads to 
rising health care costs, and the epidemic affects the nation’s workforce by causing 
decreased productivity and increased expenditures on health care (Barkin et al., 2010).  
The obesity epidemic defines how Americans live their lives, and the future of society 
rests in changing current behaviors and rediscovering wellness.  Obesity has become part 
of a cultural lifestyle that has an adverse effect on the wellness of society.  
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Despite the billions of dollars spent on advertising for nutrition, diet, fitness, and 
physical and mental health, the number of individuals with significant health concerns 
continues to increase, in addition to the associated growing medical costs.  Barkin et al. 
(2010) make a profound point: “Given that most of one’s adult life is spent on the job, 
employers have a unique opportunity to contribute to the solution by creating an 
environmental culture of health” (p. 239).  Despite this opportunity, too few significant 
wellness programs are offered by employers.  Smaller businesses do not have the 
resources to support comprehensive wellness initiatives.  Most individuals and groups 
who need wellness in the workplace have the least amount of access to fight the growing 
issues of obesity, disease, and health care costs.  Accountability and productivity at work, 
heath care costs for employer and employee, and the rise of chronic diseases among 
adults and children drive the need for these programs.  Wellness initiatives that positively 
shape body, mind, and spirit are the key to addressing obesity.  Wyatt et al. (2006) insist 
that the obesity epidemic can be addressed only through comprehensive approaches that 
focus on the physical and psychological effect of obesity. 
Weight status can be determined by using BMI as a scale of measurement (Figure 
2).  According to Barlow and Dietz (1998), the standard obesity assessment and most 
consistent measure across adult age groups remains BMI.  According to the NIH (2000), 
the direct calculation of BMI using height and weight does not discriminate against 
gender.  The NIH (1998) states that the underweight BMI index is less than 18.5, the 
normal weight ranges from 18.5 to 24.9, a BMI between 25.0 to 29.9 constitutes 
overweight, and an index between 30.0 to 39.9 constitutes obesity in adults.  Extreme 
obesity is defined as a BMI of 40.0 or greater.  Adults who exhibit a BMI of 25 or greater 
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are considered at risk for a number of diseases.  To calculate BMI using standard 
American figures, measure weight in pounds, divide by height in inches squared, and 
multiply by 703 for the correct body mass index (CDC, 2011b).  The mathematical 
formula for BMI is BMI = [Weight / {Ht.} 2] x 703. 
BMI results represent a normal distribution across large sample sets, resulting in 
an acceptable measurement scale.  Shavelson (1996) and Jackson (2009) state that normal 
distributions are simply mathematical models used to represent the frequency and 
distribution of data.  The NIH (2000) recommends the use of BMI for assessing body fat 
in clinical settings.  Exceptions to the BMI scale include individuals and groups with high 
muscle-to-fat ratios or those who have lost considerable muscle mass. NIH (2000) reports 
that “BMI overestimates body fat in persons who are very muscular, and it can also 
underestimate body fat in persons who have lost muscle mass such as elderly” (p. 8).  
Muscle takes up less volume than fat, and BMI does not correlate well for body 
composition in those cases.  BMI remains the most consistent and reasonable 
measurement scale for determining general body mass in relation to obesity. 
Adler (1998) rejects the notion that humans are made up of separate entities; 
instead, he contends that individuals are whole, and he stresses the unity of the mind and 
body.  The human body is a carefully orchestrated organism that will function at high 
levels when all parts are aligned.  Understanding BMI and the implications of obesity for 
health risk factors offers a pathway to wellness.  Developing a comprehensive action plan 
for a healthy lifestyle provides the vehicle for change.  The debilitating effect of obesity 
attacks many functional aspects of individual wellness, contributing to the epidemic 
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across the United States.  Living well aligns those aspects and results in a high quality of 
life and the opportunity to reverse this trend. 
Employee Wellness and Leadership 
 Obesity has become a problem for employers as the health of the American 
employee has declined.  The research demonstrates that the U.S. is not controlling the 
obesity epidemic.  Appley (1990) states that human development is a result of problem 
solving; obesity represents a problem to be solved.  Obesity is a serious national issue 
that must be addressed to avoid the stagnation of human growth.  The responsibility of 
organizations’ leadership to change employees’ quality of life increases as the obesity 
problem grows.  Hunnicutt (2007) explains that building results-oriented wellness 
programs revolve around leadership, and that the consistent communication of the 
importance of wellness is the backbone of any healthy organization.  Employee work 
environments significantly contribute to the development of individuals as whole entities. 
Work environments represent a source for an individual’s identity development, 
socialization, creativity, and education.  Sweeney (1998) supports the significance of the 
work culture by stating that work as a life task is most important for the maintenance of 
life.  The employee wellness programs are beneficial to employers and employees for 
many reasons.  Els and De La Rey (2006) stress the critical importance of investing in 
employee wellness and development in that failure to invest in the wellness of human 
capital is the failure of leadership to utilize employees to their fullest.  While the 
motivating factors for creating a wellness program are different for employers and 
employees, the outcomes benefit both. 
23 
 
Marketing wellness to employees results in an intelligent, resource-wise, active 
approach to building a culture of wellness.  Leadership within organizations positioned to 
embrace a culture of change and offer a high quality of life addresses many wellness 
factors for employees.  The impact has a lasting effect on the entire community.  
Employees and employers share the responsibility of wellness, but the task of initiating 
change begins with leadership.  “Leaders establish the vision for the future and set the 
strategy for getting there; they cause change.  They motivate and inspire others to go in 
the right direction and they, along with everyone else, sacrifice to get there” (Kotter, 
1996, p. 25).  In an age of sustainability, the ability of leadership to translate vision into a 
sustainable reality is what Collins and Porras (1994) describe as “clock building.”  In 
other words, many of today’s leaders simply tell time and do not make the investment in 
building a lasting culture.  Collins (2004) explains that great leadership builds an 
enduring brand or philosophy that becomes a clock continuing to tell time long after its 
leadership is gone.  Wellness throughout an organization should be developed over time 
and become a part of the culture. 
 A vision of wellness can be realized only through repeated communication and 
meaningful interaction.  Leadership that does not believe the wellness of its workforce is 
its responsibility can never communicate this message (Hunnicutt, 2007).  The greatest 
barrier to successful leadership is poor communication of a clear vision.  Vision and 
mission are starting points for creating a great following.  The basic plan for civilization 
is human development, which occurs through interrelationship with others and achieved 
only through positive communication (Appley, 1990).  Leadership that communicates a 
clear vision for wellness has the opportunity to change the culture of inactivity.  Hirsch 
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(2006) states that the mission must take place in and through every aspect of life; it is not 
situational, it is fundamental.  “People will follow you only if they know where you’re 
going.  People follow a leader who gives clear direction” (Galloway, 2001, p. 38).  A 
vision is something that is cultivated and shared repeatedly and cannot be achieved alone.  
“Only what’s shared multiplies” (Galloway, 2001, p. 75).  An active approach to 
conveying the importance of wellness in any organization is for leadership to model the 
way.  Kouzes and Posner (2008) state that enlisting others in a common vision by 
appealing to shared aspirations, building trust, and facilitating relationships are essential 
commitments that define a realized vision.  Conscious effort must be given to how 
wellness is planned; it must be developed and executed if employee wellness is to be 
successfully integrated into organizations.  
A disconnect exists between programming and actual changed behaviors and 
habits.  Offering wellness programs without careful consideration for participants is an 
ineffective way to help employees improve their health.  Marketing wellness in an 
appealing way is an active approach to changing the culture within an organization.  
Healey and Marchese (2005) observed that healthy employees benefit employers in two 
important ways.  They have higher productivity than unhealthy employees, who require 
more medical services, and drive up health insurance costs.  For example, research 
conducted by Bertera (1990) addresses critical health-related issues of hourly employees.  
The program included all aspects of the employees’ lives in a holistic method.  Bertera 
(1990) stated that this was accomplished through education, incentive programming, 
employee challenges, fitness, regular health screenings, and family participation.  
Employees were challenged to view wellness through a different perspective.  In the first 
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year after the program, the average number of disability days dropped 10.5% at program 
sites, while it increased 1.9% at non-program sites (Bertera, 1990).  In addition, by the 
end of the second year, disability days dropped 14.0% at program sites and 5.8% at non-
program sites.  The data indicate a savings of 11,726 fewer disability days at program 
sites, or the equivalent of 49 employees working a full year without a day off.  According 
to Bertera (1990), the total return on investment over two years averaged $1.42 in lower 
disability wage costs for every dollar invested in health promotion.  
In a similar study, Bloom (2008) reported that a UPS wellness initiative resulted 
in a decrease in absenteeism, an increase in productivity and morale, and a 60 percent 
reduction of on-the-job injuries since the advent of a holistic wellness program.  UPS 
marketed the wellness program through education and activity and by using monthly 
topics that were of interest to employees.  Bloom found that understanding the various 
influences that motivate an employee to participate or not participate in wellness 
programs at the worksite is a critical element.  While the increase in productivity and the 
decrease in injuries and reported health issues are significant, a number of employees 
reported a climate of positive attitude and morale change.  Bloom (2008) and Bertera 
(1990) present examples of how holistic models of wellness offer more than just an 
increase in production.  The entire physical, mental, and spiritual wellness of the 
individual are transformed beyond the influence of the organization. 
Leadership that supports employee wellness creates a culture that benefits 
everyone involved.  A supportive work environment promotes a healthier employee and 
leads to savings in health care costs, sick leave, and disability (Bertera, 1990).  
Chapman’s (2003) evaluation of worksite health promotion economic return yielded the 
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same conclusive results.  Employee health promotion programs can decrease health care 
costs and absenteeism and increase productivity.  It is important to remember that most 
employers are focused on employee wellness for increased productivity and savings 
associated with health care premiums.  Employers equate wellness with physical health, 
often ignoring the importance of other aspects of functioning that contribute to a sense of 
well-being and consequent work and life satisfaction (Csiernik, 1995). 
Carmichael (2007) added a further perspective by stating that studies performed at 
leadership conferences confirm that employers perceive physically fit employees to be 
more qualified as leaders and more likely to be successful at work.  Successful wellness 
programs intentionally develop a wellness philosophy for an organization that meets all 
of the stakeholders’ needs and addresses many internal and external issues.  Collins’ 
(2004) analysis of the wellness initiative of Gale Averyt, former chairman of the board 
and president of Colonial Life and Accident Insurance Company, addresses many of 
these embedded issues.  Averyt’s vision was to create a better quality of life for 
employees, while strengthening the health of the organization.  Averyt believed that a 
healthier organization saves money by developing a workforce that is well.  Collins 
(2004) states that healthy employees have less stress, increased well-being, better self-
esteem, and improved physical fitness and stamina.  Gurchiek (2008) reports that 
employees at companies that offer wellness programs are more satisfied with their jobs, 
more likely to remain with the company, and express their appreciation for the company 
to others in and out of the organization.  Employees who are well tend to be engaged and 
more productive. 
27 
 
Individuals want to be productive, but also they want to matter.  Developing a 
wellness program that genuinely engages all factors of individual wellness is critical.  
Connolly and Myers’ (2003) research of a small diverse group of employees throughout 
the U.S. Midwest and Southeast concluded that a positive significant relationship exists 
between job satisfaction, mattering, and wellness to employees.  Schlossberg (1997) 
stated that employees’ perceptions of whether they matter to their supervisors, their 
organization, and other aspects of their work settings may be related to increased 
productivity and job satisfaction.  Mattering to the organization is important everywhere, 
including higher education.   
Higher education institutions face many of the same health dilemmas; obesity is 
on the rise and productivity, morale, and the wellness of employees are under attack.  
Research conducted by Woodard and Komives (2003) indicates that campus faculty and 
staff have a strong desire to be part of a community that is renewing and healthy.  With 
obesity rates soaring, colleges and universities have a fundamental objective to educate.  
Creating wellness initiatives on campuses is beneficial for employees and sets the 
example for future generations of students who attend the institution.  Integrating 
wellness into the campus culture can increase faculty and staff interaction and improve 
morale (Myers & Sweeney, 2005a).  Modeling wellness throughout a campus culture is 
healthy and an educationally consistent behavior.  Healey and Marchese (2005) suggested 
that marketing a wellness plan that addresses individuals’ wants and needs is critical for 
changing the organizational culture.  A supportive work environment is not defined by 
the presence of a wellness program, but the substance of it.  Impacting wellness and 
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cultural change within an organization is contingent upon leadership and communication 
with participants. 
Research shows that providing employees with the tools to be healthier costs a 
company less money in the long run and increases productivity.  Unfortunately, smaller 
businesses do not have the resources to support comprehensive wellness initiatives, and 
large companies have an expendable work force.  Most individuals and groups in need of 
wellness in the workplace have the least amount of access to fight obesity, disease, and 
health care costs.  Until wellness becomes part of the value system within an 
organization’s culture, obesity and other health-related issues will remain.  Minters’ 
(1990) research supports the earlier findings and states that, to change the wellness and 
productivity of a company, leadership must change the entire fabric of the corporation.  
According to Kotter (1996), managing change is important for true transformation to 
occur.  Continued educational opportunities for all employees are relevant to increase 
interest and participation over time.  Assessing employee needs helps employers offer 
meaningful wellness promotions in the workplace and creates a comfortable atmosphere.   
Leadership has an opportunity to create a culture of wellness for an organization’s 
employees, a culture that will offer employees unlimited wellness in their personal life 
while maintaining a high level of productivity.  “Only leaders can motivate the actions 
needed to alter behavior in any significant way. Only leaders can get change to stick by 
anchoring it in the very culture of an organization” (Kotter, 1996, p. 30).  Employers that 
consider factors contributing to employee wellness create a culture of physically, 
mentally, and spiritually well individuals.  
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Wellness in the workplace is not exclusively about performance; it is about 
leading people to live meaningful lives.  Research indicates that successful wellness 
outcomes rely on active participation by employers and employees; however, fewer 
wellness programs are offered.  Initiatives that positively affect the physical, mental, and 
spiritual wellness of employees are key to addressing obesity.  Positive thoughts plus 
positive action equals the realization of full human potential (Appley, 1990).  The 
benefits of organizing a wellness program at the corporate level are numerous.  The 
productivity, morale, renewed mind, and better health have an influence beyond 
employment and are socialized into an individual’s culture.  Snyder and Lopez (2002) 
identify this as the human factor, a critical element for the development of human capital.  
Physical, mental, and spiritual wellness must be considered parts of an individual’s 
substance.  Employee satisfaction and productivity can be observed in a renewed attitude 
and sense of personal value.  Els and De La Rey (2006) identified wellness as an 
individual’s approach to improving the quality of his or her life, health, and 
psychological strengths in proactive and positive ways.  Employee wellness initiatives 
should be intended to change the alarming increase in obesity and related health issue 
statistics in an effort to develop a culture of wellness.  Employers have an opportunity to 
create healthy work environments and more productive employees; they have the ability 
to change an entire culture. 
Physical Wellness 
 The ability to function without pain and illness is the primary objective of 
physical health.  Cooper (1970) attributed health and longevity to physical activity, 
nutrition, and self-care.  His work developed a deeper understanding of the relationship 
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of physical health and overall wellness.  While physical activity is responsible for 
reducing the risk of cardiovascular disease and other obesity-related health diseases, 
physical wellness has a deeper meaning.  Physical wellness has a broad impact on overall 
wellness.  Habits that include regular exercise and a clean diet directly impact obesity and 
related health issues.  Physical wellness is directly affected by good behaviors associated 
with exercise and nutrition.  Stanley (1873) said, “Those who think they have not time for 
bodily exercise will sooner or later have to find time for illness” (para. 1).   
Now is the time for society to drop the traditional view of wellness treatment by 
becoming proactive instead of reactive.  Waiting to treat sickness and disease has resulted 
in a society of morbidly obese people with health complications who exist rather than 
live.  Identifying proactive models of wellness that shape a positive holistic wellness 
lifestyle focused on the importance of human development is more beneficial to a 
sustainable life (Els & De La Rey, 2006). 
People succumb to the choices they make; individual health, wellness, and 
mortality are directly linked to these choices.  Research indicates that individuals who 
exhibit a balance of exercise and nutrition in their daily habits have better overall health 
and a sense of wellness.  Exercise and nutrition play a critical role in determining the 
physical, mental, and spiritual durability of an individual’s mood and performance.  The 
benefits of moderate physical activity are well-known and include a lowered risk of 
cardiovascular disease, reduced weight, and a relaxed frame of mind.  The CDC (2011a) 
attributes lower cholesterol, controlled blood sugar, lower blood pressure, and decrease in 
BMI to regular physical activity.  “Maintaining a healthy lifestyle of fitness, flexibility, 
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and strength through a healthy exercise regimen and diet is the central focus of physical 
wellness” (Miller & Foster, 2010, p. 11-12). 
Carmichael (2007) added further perspective by stating that five essential 
elements should be followed for a full life: fitness, nutrition, relationships, career, and 
health.  Carmichael, the professional coach to seven-time Tour de France winner Lance 
Armstrong, noted that balanced fitness and nutrition allow an individual to have more 
energy, increased strength and agility, consistent weight management, greater stability, 
and increased endurance.  Carmichael said that physically fit individuals are “leaner, 
more energetic, stronger, and better equipped to handle whatever life throws at you” (p. 
17).  
Mental Wellness 
While inactivity is a contributing factor to obesity, inactive people also have a 
significantly higher risk of depression (Oeland et al., 2010).  Research shows that 
depressed people have a lower quality of life.  In addition to previously noted conditions, 
poor physical health contributes to poor mental health.  Galper, Trivedi, Barlow, Dunn, 
and Kampert (2006) stated that symptoms of depression are associated with reduced 
functional status and impaired occupational performance.  Those who struggle with 
depression and try to change their quality of life are at a disadvantage for achieving 
wellness.  A special report by the Mayo Foundation for Medical Education and Research 
(2007) found that depression significantly interferes with an individual’s ability to 
function on a daily basis; even the mildest forms of depression can be barriers to 
discovering wellness. 
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Obesity also has psychological effects.  Maslow’s Hierarchy of Needs (1943) lists 
self-esteem as a fundamental aspect of human existence.  According to Psychology Today 
(n.d.), low self-esteem leads to depression and often results in an individual failing to 
reach their potential.  Hafen, Frandsen, Karren, and Hooker (1992) concluded that 
“positive self-esteem is a preventative factor for illness that enhances recovery from 
illness, and enhances overall well being” (p. 5).  Researchers acknowledge the increase of 
obese subjects and the rise in depression cases within the population (Wyatt et al., 2006).  
The argument for proactive approaches addressing the correlation between obesity and 
psychological issues is evident.   
Obesity strips an individual of self-esteem, of what Cherry (1926) calls “that other 
thing” (p. 43).  “That other thing” is the fabric of human existence, it is the determination 
to live, and it is what Cherry (1926) describes as the “pulse of the soul” (p. 45).  Poor 
physical health contributes to poor mental health.  Rooney (2011) said, “The human 
species was designed for action and achievement.  When people are not centered on 
achieving what they personally consider a worthwhile goal, the stagnation only brings 
about depression, illness and disease” (para. 4).  Rooney said that when an individual’s 
“actions are aligned with their higher purpose; they possess boundless energy and 
enthusiasm” (para. 4).  Positive action, energy, and enthusiasm are the missing elements 
for obese individuals who have lost their motivation and suffer from low self-esteem. 
Spiritual Wellness 
As obesity and other health-related diseases attack physical and mental wellness, 
spiritual wellness also is at risk.  Spirituality contributes to the physical and mental health 
of individuals and has a broad definition directly linked to mental health as it relates to 
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personal confidence, security, and attitude (Hill & Pargament, 2003).  Spirituality and 
religion are two distinct subjects.  Sweeney (1998) adds an Adlerian spirituality 
perspective by stating that it is part of the human condition to need and want to deal with 
personal existential issues.  He adds that spirituality is a key component to birth, 
longevity, and quality of life. 
Purdy and Dupey (2005) developed a spiritual wellness model centered on a 
universal force where the spirit influences all life tasks.  The model focuses on spiritual 
competencies to allow individuals to adjust during periods of change and live happier 
lives.  Similarly, Myers et al. (2000) developed the Wheel of Wellness Model with 
spirituality as the central feature.  They defined spirituality as “an awareness of a being or 
force that transcends the material aspects of life and gives a deep sense of wholeness or 
connectedness to the universe” (p. 252).  The connectedness and ability to secure 
meaning in life is what determines how an individual manages change and provides 
balance across spiritual wellness.  The goal is to achieve optimal wellness through 
individual mastery of the multiple variables of life.  Obtaining spiritual wellness is 
dependent upon an individual’s ability to adapt and change through environmental 
lifecycles.  Bentley, Bigbee, and Cashwell (2007) suggest that spiritual wellness is about 
experiencing life fully awake and mindful of the present life experiences.   
Viewing spiritual wellness through a macro and micro lens offers a balanced view 
of an individual’s connection to environment and personal value in the environment.  
Frankl (1984) addresses the meaning of life in the seminal book Man’s Search for 
Meaning.  Frankl discusses his experiences as a prisoner in the Nazi concentration camps 
of Auschwitz and Dachau.  His views place a deep value on the understanding of an 
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individual’s value in life which is the purpose behind finding a spiritual wellness.  Frankl 
makes a profound statement that directly addresses the foundation behind the meaning of 
existential spirituality: “Man does have a choice of action.  Man can preserve a vestige of 
spiritual freedom, of independence of mind, and even in such terrible conditions of 
psychic and physical stress” (p. 86).  Frankl adds “that everything can be taken from a 
man except one thing, the last of the human freedoms – to choose one’s attitude in any 
given set of circumstances, to choose one’s own way” (p. 86).   
According to Frankl (1984), the meaning of life is found in every living moment; 
all life, in the micro and macro sense, is significant and has meaning.  Despite the 
tragedies of life like suffering, illness, and death, there is still meaning.  Allowing those 
tragedies to consume that meaning in life reduces an individual’s ability to live well. As 
Frankl explains, the control individuals have of their spiritual self is powerful; it 
determines their existence.  Obesity is a factor directly responsible for an individual’s 
attitude, and it influences sense of worth and self-esteem.  Individuals can choose their 
way by making the conscious decision to live well.  Addressing obesity is a significant 
factor to finding spiritual wellness by rediscovering self-worth and self-esteem, and is 
one of the contributing factors to the overall theory of wellness that is defined by the 
absence of illness and a state of well-being (WHO, 2005). 
Wellness Theory 
 Wellness is an accumulation of many aspects of human life that operate 
collectively to create the whole person.  Ardell (2005) stated that wellness is a philosophy 
that centers on a balance of multiple life tasks that increase chances for a high quality of 
life.  The various theories of holistic wellness each follow a central theme of body, mind, 
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and spirit.  “As individuals and families strive to meet their daily responsibilities in work, 
friendships, and love relationships, there is a need to maintain a perspective not only on 
what is adequate health and what is normal but what is necessary and desirable for 
optimal health and functioning” (Witmer & Sweeney, 1992, p. 140).  The constitution of 
the WHO (2005) states that optimal health is “a state of complete physical, mental, and 
social well-being and not merely the absence of disease or infirmity” (p. 1).  Wellness 
theory is foundationally built around the overall quality of life for individuals and their 
interaction within the environment.  To that end, the WHO believes that “the enjoyment 
of the highest attainable standard of health is one of the fundamental rights of every 
human being...the health of all people is fundamental” (p. 1).  
Myers and Sweeney (2007) trace the origin of wellness to the Greek god of 
healing, Asclepius, and his two daughters Panacea and Hygeia.  Hygeia is credited for 
preventative health measures and overall wellness through healthy practices associated 
with long life.  Panacea promoted wellness through the treatment of existing diseases.  
The Panacea philosophy, according to Myers and Sweeney (2007), is responsible for 
more than two-thirds of all causes of death in the United States that could be prevented 
through modified conscious choices.  The Hygeia theory of teaching positive habits of 
living as preventative medicine is theoretically aligned with the concept of wellness.  
According to Myers et al. (2000), wellness is a conscious choice, and each choice made 
toward wellness empowers an individual in the direction of greater happiness and life 
satisfaction and enhances one’s overall well-being.  Jonas (2006) noted that wellness is “a 
way of life and living in which one is always exploring, searching, finding new questions 
and discovering new answers, along the three primary dimensions of living: the physical, 
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the mental, and the social” (p. 6).  This offers a way of life designed for each individual 
to reach maximum potential under the factors of wellness through proactive healthy life 
choices. 
Wellness as it is interpreted today found its roots in the work of Dunn (1961), 
who said, that it is “an integrated method of functioning which is oriented toward 
maximizing the potential of which the individual is capable.  It requires that the 
individual maintain a continuum of balance and purposeful direction within the 
environment where he is functioning” (Dunn, 1961, p. 4).  Today, much of the modern 
wellness movement is credited to Hettler (1984), who defined wellness “as an active 
process through which people become aware of, and make choices toward a more 
successful existence” (p. 13).  As co-founder of the National Wellness Institute, his work 
involving holistic wellness contributed to the development of the six dimensions of 
wellness theory, designed around a model (Figure 3) of occupational, physical, social, 
intellectual, spiritual, and emotional wellness (National Wellness Institute, 1976). 
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Figure 3. Six Dimensions of Wellness (Adapted from Hettler, 1976) 
Hettler (1976) believed that one’s application of the six dimensions creates the 
awareness of the interconnectedness with healthy living and the pathway to optimal 
living.  The six dimensions are most closely connected to wellness through physical 
activity.  Hettler focused on the benefits of physical activity and the relationship across 
the six dimensions.  This early wellness theory created a culture that developed into a 
body of research combining physical, mental, and spiritual components. 
In the early 1990s, Sweeney and Witmer (1991) introduced the Wheel of 
Wellness.  Witmer and Sweeney (1992) continued to develop and explore the Theory of 
Holistic Wellness by developing a “model of wellness and prevention over the life span” 
of individuals that “incorporates theoretical concepts from psychology, anthropology, 
sociology, religion, and education” (p. 140).  Continued extensive research by Myers et 
al. (2000) led to the development of the present Wheel of Wellness Model, which was 
developed from the work of Alfred Adler (1964) who defined three essential life tasks: 
work, friendship, and love.  The initial three life tasks were expanded through the 
Six Dimensions of 
Wellness
Occupational
Physical
Mental
Spiritual
Emotional
Intellectual
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continued research of Mosak and Dreikurs (1967); two additional life tasks were 
included: coping with oneself and spirituality.  Adler often wrote on the subject of coping 
with oneself; however, Mosak and Dreikurs (1967) noted that, in most of Adler’s early 
writing, he often referred to spirituality but rarely returned to finish his point.   
Myers et al. (2000) further developed Adler’s (1964) theories and created a model 
(Figure 4), which is typically depicted in a wheel, with the general life tasks of 
spirituality and self-direction as central elements to the philosophy of wellness.  The 
wheel further depicts the 14 additional life sub-tasks as spokes on a wheel, interacting 
with one another to create a total wellness experience.  These life sub-tasks consist of 
cultural identity, sense of worth, sense of control, realistic beliefs, emotional awareness 
and coping, problem solving and reliability, sense of humor, nutrition, exercise, self-care, 
stress management, and gender identity (Myers & Sweeney, 2005a).  The outer part of 
the wheel is connected to the four other general life tasks of love, friendship, work, and 
leisure.  Myers et al. (2000) believed the life tasks identified in the model interact with 
various life forces that include, but are not limited to, family, community, religion, 
government, education, media, and industry.   
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Figure 4. The Wheel of Wellness (Adapted from Myers & Sweeney, 2005a) 
Also included in the Wheel of Wellness was the understanding that global events 
such as war, flooding, and famine impact the relationship of the life tasks and affect the 
perspective of the individual’s wellness.  Increased wellness, the quality of life and 
sustained health, is a result of the cumulative wellness choices across an individual’s 
lifespan (Myers et al., 2000).  Myers et al. (2000), as did Adler (1964) recognized 
wellness as a seamless, holistic study of human development.  Healthy functioning and 
wellness are dependent on the relationship of all the wellness factors.  According to 
Myers et al., changes in one area of wellness affect other areas in positive and negative 
ways. 
Support for positive interaction within the factors of the Wheel of Wellness is 
evident by the research conclusions of the Wellness Evaluation of Lifestyle (WEL) 
assessment instrument developed by Myers, Sweeney, and Witmer (1998).  According to 
Hattie et al. (2004), the WEL was “developed to assess each of the five life tasks and 
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subtasks in the Wheel of Wellness” (p. 355).  The researchers developed this instrument 
by conducting four studies over six years.  The result was an inventory that tests human 
wellness and establishes wellness guidelines and objectives for participants.  The tool has 
been used successfully to analyze responses from thousands of individuals. 
The Indivisible Self 
Adler (1964, 1998) theorized that understanding the whole person and his or her 
socialization within the context of the environment is the essence of the well individual.  
Ramey and Leibert (2011) stated that Adler “saw humans as mind, body, and spirit; 
indivisible, inseparable, creative, unique, and purposeful” (p. 1).  When individuals are 
encouraged and exhibit self-confidence, they develop a sense of belonging that 
contributes to their overall wellness.  Adler further explained that individuals strive for 
superiority; it is an aspect of developmental growth and a necessity of life.  The state of 
wellness for society has been identified as lacking and is evident through the rising 
obesity rates and other health-related issues.   
Adler (1964) noted that all individuals wish to overcome difficulties; they have an 
innate desire to reach a goal to feel strong, superior, and complete.  Adler believed that a 
deeply embedded need for self-preservation exists, and to that end individuals will 
actively “struggle to rise from an inferior to a superior position” (p. 104).  From birth to 
death, Adler said that individuals seek to move “from defeat to victory, from below to 
above” (p. 104).  This is the argument for the whole person - an individual made up of 
many parts acting in unison to offer completeness.  Addressing the overall wellness of 
individuals is an opportunity to move society from defeat to victory in the war on obesity. 
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The Indivisible Self: An Evidence Based Model of Wellness (Myers & Sweeney, 
2004) was developed based on the Wheel of Wellness Model (Witmer et al., 1998).  
Previous research and analysis of the data stimulated the movement for an advanced 
theory that improved many of the earlier factors of wellness.  Adlerian educators and 
counselors Myers and Sweeney (2004) expanded on Adler’s (1964) theory through 
extensive data collection, leading to the development of the Indivisible Self: An Evidence 
Based Model of Wellness (Figure 5). 
First-Order Factor: 
The Indivisible Self 
 
Second-Order Factors:    Third-Order Factors: 
Creative Self:   Thinking, Emotions, Control, Work, Positive Humor 
Physical Self:   Exercise, Nutrition 
Coping Self:   Leisure, Stress-Management, Self-Worth, Realistic Beliefs 
Social Self:   Friendship, Love 
Essential Self:      Spirituality, Gender Identity, Cultural Identity, Self-Care 
 
Figure 5. The Indivisible Self (Adapted from Myers & Sweeney, 2004) 
The Indivisible Self: An Evidence Based Model of Wellness (Myers & Sweeney, 
2004) addresses the original 17 wellness factors and 4 contextual factors that affect them.  
The Indivisible Self is identified as the primary first-order factor in the framework of the 
wellness theory.  According to Myers and Sweeney (2005a,b, 2007), the Indivisible Self 
is defined by 5 second-order factors and 17 third-order factors.  The framework of the 
theory is heavily invested in the connection between the second-order and third-order 
factors.  The dynamic relationship and adherence to all five second-order factors 
compose the Indivisible Self.  Understanding the nature of the second-order factors and 
how the third-order factors relate to each is essential for wellness development.  It is 
critical to understand that Myers and Sweeney (2004) developed the Indivisible Self 
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Model based on the characteristics of healthy people.  Hattie et al. (2004) provide the 
following context for each of the second- and third-order factors. 
 The Creative Self.  The creative self involves thinking, emotions, control, work, 
and positive humor.  Research and common sense dictate that what an individual 
thinks often has a direct effect on the emotions and the body.  Conversely, 
emotional experiences affect judgment and cognitive responses.  The 
understanding of control is a reaction to perceptions embedded in the events of 
everyday life.  Similar to thinking, positive humor has a direct influence on 
physical and cognitive functioning.  Work is an essential human element that 
defines how fully one lives life. 
 The Physical Self.  The physical self is defined by exercise and nutrition.  The 
research evidence is clear that exercise, diet, and nutrition are critical factors to 
longevity and sustainability for a full life. 
 The Coping Self. The coping self is measured by leisure, stress-management, 
self-worth, and realistic beliefs.  Coping is composed of elements that regulate 
responses to life events and provide the ability to manage their negative effects.  
The effectiveness of an individual to manage various forms of stress associated 
with work, relationships, and general life challenges defines the ability to adapt. 
 The Social Self.  The social self involves friendship and love.  Isolation and 
separation from others have been proven to contribute to the development of poor 
health and premature death.  Social support networks remain the strongest 
identified predictor of positive mental health (Myers & Sweeney, 2005a,b).  
Friendship and the associated love and bond that exist in those relationships are 
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the cornerstone for many aspects of wellness.  Biological or adopted means 
present the strongest connection for friendship and love. 
 The Essential Self.  The essential self is defined by spirituality, gender identity, 
cultural identity, and self-care.  It is manifested in the existential theory defined 
by the meaning of life.  Gender and cultural identity are seen as filters through 
which individuals define their life experiences and relationships with others.  Self-
care is a critical factor determining ones effort to live long and live well.  Those 
who surrender the ability to seek purposeful meaning in their lives usually exhibit 
signs of hopelessness and despair that lead to illness and an abandonment of a 
high quality of life. 
The Indivisible Self Theory is tested using the 5F-Wellness Inventory ([5F-Wel], 
Myers, & Sweeney, 2005b).  The inventory offers individuals results on the five factors 
of wellness.  The assumption is that no one will be balanced in all factor levels.  
However, optimal wellness is dependent upon the pursuit of balance within the lifestyle 
factors.  Results from the inventory consider areas for growth and development. 
5 Factors Wellness Inventory 
 The 5F-Wel (Myers & Sweeney, 2005b) inventory is a measure of one’s self-
perception of wellness across the first-order factor of the Indivisible Self, the five second-
order factors, and the 17 third-order factors.  The instrument is designed to assist in 
making healthier lifestyle choices based on a model for wellness (Abrahams & Balkin, 
2006).  Those who independently take the 5F-Wel inventory receive a wellness profile.  
Myers and Sweeney (2005b) state that, “from a counseling perspective...the wellness 
score can serve as a screening tool to determine major areas where wellness intervention 
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is needed” (p. 30).  Myers and Sweeney believe that intervention leads to enhanced 
functioning for the individual across specific second- and third-order wellness factors. 
Multiple studies have been conducted using the 5F-Wel (Myers & Sweeney, 
2005b).  Myers, Luecht, and Sweeney (2004) indicate that the 5F-Wel has been used in 
many empirical studies as an outcome measure or dependent variable.  The 5F-Wel 
(Myers & Sweeney, 2005b) is a strong instrument in support of holistic wellness for its 
reliability and validity during testing.  Regarding reliability, Hattie et al. (2004) report 
alpha coefficients of .90 and higher for each of the five second-order factors.  Myers and 
Sweeney (2005b) conclude that evidence exists for the validity of the 5F-Wel inventory 
based on the examination of different variables across multiple studies.  
The 5F-Wel instrument exists in three forms and requires a minimum of a third-, 
sixth-, and ninth-grade reading level for child, adolescent, and adult populations, 
respectively.  The standard adult version of the inventory is composed of approximately 
91 items.  Each statement is scored on a 4-point Likert scale ranging from strongly agree 
to strongly disagree and usually takes individuals 10 – 20 minutes to complete.  In order 
to substantiate the Indivisible Self Theory and create the 5F-Wel instrument, the 
contextual components were developed from an adult population sample of 3,343 
inventories gathered from the original WEL inventory research data base (Hattie et al., 
2004).  The 5F-Wel inventory was specifically designed to assess the characteristics of 
the indivisible self and to help individuals in making choices toward healthier living 
(Myers & Sweeney, 2005a,b).  
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CHAPTER 3: METHODOLOGY 
Chapter 3 describes the research design used to investigate the relationship 
between BMI and wellness among full-time employees at small private Kentucky 
colleges.  This chapter provides an outline regarding the research process.  It also serves 
as a guide for replication of further research.  This study has been approved by the 
Western Kentucky University (WKU) IRB and presents a minimal risk to participants 
(Appendix A).  The Association of Independent Kentucky Colleges and Universities 
(AIKCU) has approved and provided full support for the research study, with the benefit 
of the data collected and offering valuable information for each participating institution 
(Appendix B).  Seventeen of the 20 AIKCU member presidents have offered their 
institutions’ support to participate in this study. 
Restatement of Purpose 
 The purpose of this investigation was to explore the relationship between BMI 
and factors of wellness among full-time employees at private Kentucky colleges and 
universities.  BMI served as a measure of obesity for the investigation.  BMI was the 
identifying variable for discovering whether a relationship existed between BMI and 
factors of wellness for full-time employees.  Wellness was defined according to The 
Indivisible Self: An Evidence Based Model of Wellness that measures wellness across 
five indivisible self factors: the creative, physical, coping, social, and essential self 
(Myers, & Sweeney, 2005a). 
Research Design 
 In this quantitative study, the researcher analyzed the responses of the sample 
populations to determine whether a relationship exists between BMI and employee 
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wellness according to The Indivisible Self: An Evidence Based Model of Wellness 
(Myers & Sweeney, 2005b).  The adult version of the 5F-Wel inventory was used by 
participants to collect response data for perceptions of wellness.  The survey instructions 
required participants to respond to statements in an honest, sincere way that most 
accurately described them most of the time.  Item statements measured perceptions of the 
Indivisible Self.  The dependent variables were total wellness and the five factors of the 
creative, physical, coping, social, and essential self.  The primary independent variable 
was BMI.  Height and weight information gathered for each participant determined that 
individual’s BMI.  Analysis of additional demographic information (including family 
income; number of children in the household; institution; education; biological sex; 
cultural background; marital status; and hours of screen time, sick days, and age) were 
gathered to identify the sample population.   
The researcher used a method of regression analysis to determine relationships 
between the independent and dependent variables.  It is doubtful that BMI is influenced 
by only one of the second-order factors of wellness; therefore, the researcher conducted 
simple regressions to discover what relationships existed.  Regression analysis predicts an 
individual’s score on one variable when one or more other variables are involved 
(Jackson, 2009).  According to Shavelson (1996), the purpose of regression is to specify a 
functional relationship between an independent and dependant variable.  Developing an 
understanding of wellness depends on a variety of factors; therefore, it was necessary to 
run a series of regressions to predict relationships.  Regression analysis provides a 
realistic investigation of the relationship between BMI and each wellness factor. 
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The researcher hypothesized that BMI influences quality of life and, therefore, 
wellness.  As indicated in the review of the literature, those with balanced lifestyles tend 
to be more physically, mentally, and spiritually well.  The absence of obesity in one’s life 
is a significant factor in determining overall wellness. 
Primary Research Question 
Is there a relationship between BMI and factors of wellness among full-time 
employees at private Kentucky colleges and universities? 
Six Secondary Research Questions 
Question 1: Is there a relationship between BMI and an individual’s Total Wellness? 
Question 2: Is there a relationship between BMI and an individual’s Creative Self? 
Question 3: Is there a relationship between BMI and an individual’s Coping Self? 
Question 4: Is there a relationship between BMI and an individual’s Social Self? 
Question 5: Is there a relationship between BMI and an individual’s Essential Self? 
Question 6: Is there a relationship between BMI and an individual’s Physical Self? 
The Population 
 The population consisted of full-time employees at Kentucky’s private colleges 
and universities that belong to AIKCU.  The following list of member institutions 
solicited participants for the research: Alice Lloyd College, Asbury University, 
Bellarmine University, Berea College, Brescia University, Campbellsville University, 
Centre College, Georgetown College, Kentucky Christian University, Kentucky 
Wesleyan University, Lindsey Wilson College, Mid-Continent College, Midway College, 
Pikeville College, Saint Catherine College, Spalding University, Thomas More College, 
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Transylvania University, Union College, and University of the Cumberlands (AIKCU, 
2010). 
 According to a profile of Kentucky’s most healthy and least healthy counties, 
within the 20 AIKCU schools only Asbury University, Midway College, Transylvania 
University, Brescia University, and Kentucky Wesleyan University are located in 
counties ranked in the top 10 healthiest counties (Kentucky Institute of Medicine, 2007).  
According to the Kentucky Institute of Medicine (2007), the following institutions are 
located in some of the Commonwealth’s least healthy counties: Kentucky Christian 
University, Union College, Lindsey Wilson College, University of the Cumberlands, 
Pikeville College, and Alice Lloyd College.  The profiles of the most and least healthy 
counties in Kentucky consist of information related to demographics, health care access, 
health outcomes, cancer death rates, prevalence of smoking, physical activity, and 
prevalence of obesity.  A list of institutions, county of residence, and health rank are 
listed (Figure 6). 
Method, Materials, and Procedures 
 Following AIKCU support and WKUIRB approval, all 20 AIKCU presidents 
were contacted by email.  Lindsey Wilson College President William T. Luckey, Jr., 
endorsed a cover letter emailed to each AIKCU president (Appendix E) requesting 
support from each institution to participate in the research study, and two attachments 
were included.  The first was an endorsement by AIKCU President Gary Cox (Appendix 
B), and the second was a letter of support (Appendix D) with instructions from the 
researcher.  The instructions asked each president to identify a contact representative at 
their institution and provide that information to the researcher. 
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Institution County Rank 
Alice Lloyd College Knott 114 
Asbury University Jessamine 3 
Bellarmine University Jefferson 12 
Berea College Madison 20 
Brescia University Daviess 8 
Campbellsville University Taylor 39 
Centre College Boyle 38 
Georgetown College Scott 14 
Kentucky Christian 
University Carter 77 
Kentucky Wesleyan 
University Daviess 8 
Lindsey Wilson College Adair 91 
Mid-Continent University Graves 52 
Midway College Woodford 5 
Pikeville College Pike 110 
Saint Catherine College Washington 49 
Spalding University Jefferson 12 
Thomas More College Kenton 18 
Transylvania University Fayette 6 
Union College Knox 81 
University of the 
Cumberlands Whitley 97 
 
Figure 6.  Kentucky College and University County Health Rankings 
(Kentucky Institute of Medicine, 2007) 
 
The researcher provided each institutional representative the informed consent 
and instructions that were distributed through their campus email system (Appendix C).  
Participation was voluntary.  A link with instructions was available to full-time 
employees who chose to participate.  The link directed participants to the 5F-Wel 
inventory.  The survey was available March 12, 2012, through March 30, 2012, and 
participation constituted informed consent.  Each participant’s responses to the 5F-Wel 
was gathered and analyzed by the original author.  Upon completion of the survey, the 
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electronic results were collected by the original author Dr. Jane Myers.  Third-party data 
collection provided an additional level of security and anonymity for participants. 
An agreement with 5F-Wel author Dr. Jane Myers consisted of a contract of terms 
that included the use of the inventory and collection of data to be released to the 
researcher upon completion of the survey.  When the final data was collected, the author 
released to the researcher the demographic information, item responses, and subscale 
scores for all participants.  Raw scores and J-scores for the 5F-Wel factors also were 
included.  The data was examined using the Statistical Package for the Social Sciences 
version 18 (SPSS) software.  According to Slavin (2007), “SPSS is by far the most 
widely used statistical package for data analysis in educational research” (p. 241). 
 The 5F-Wel inventory for this study consisted of 96 sample items.  The scores for 
participants were determined by responses to items associated with The Indivisible Self: 
An Evidence Based Model of Wellness (Myers & Sweeney, 2005b).  The analysis of the 
wellness scores included the first-, second-, and third-order factors of the theory.  
Responses were designed on a 4-point Likert type scale ranging from (1) strongly agree, 
(2) agree, (3) disagree, and (4) strongly disagree.  Each item response was converted to a 
numerical score. Sample inventory questions are as follows: 
 I eat a healthy diet. 
o Strongly Agree 
o Agree 
o Disagree 
o Strongly Disagree 
 
51 
 
 I am satisfied with my life. 
o Strongly Agree 
o Agree 
o Disagree 
o Strongly Disagree  
Myers and Sweeney (2005b) explain that a linear transformation is performed for 
responses, resulting in a raw score; the total number of points is divided by the number of 
items within the scale and then multiplied by 25.  Individual profile scores ranged from 
25-100.  The results of this calculation offered individual results for each of the five 
factor levels of wellness and an overall wellness score. 
The reliability and validity of the 5F-Wel is strong, according to Myers and 
Sweeney (2005b).  Reliability alpha coefficients are reported in Table 1 for total wellness 
and each of the five second-order factors of wellness.  According to Myers and Sweeney 
(2005b), the factors have been examined across multiple studies, substantiating the 
convergent and divergent validity of each factor.  
Table 1. 
Reliability Alpha Coefficients of 5F-Wel Inventory 
 
Component Alpha Number of Items
Total Wellness 0.98 73
Creative Self 0.96 21
Coping Self 0.89 19
Social Self 0.96 8
Essential Self 0.95 15
Physical Self 0.74 10 
(Adapted from Myers & Sweeney, 2005b) 
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In addition to the specific wellness inventory questions, important height and 
weight information was self-reported using a standard measurement scale.  This 
information was critical and was used to calculate each individual BMI.  Self-reporting of 
height and weight by participants offered possible inconsistencies, but that was balanced 
against the perception of body compensation inquiry.  Regression analysis of BMI and 
each factor of wellness determined whether obesity is a significant factor for overall 
wellness and quality of life.  Measuring the independent variable of BMI as a condition 
that affects the dependent variables of total wellness, the creative self, the physical self, 
the coping self, the social self, and the essential self will offer valuable information. 
The study also collected specific demographic information for additional research.  
Information about marital status; highest level of education completed; degree type; 
gender; ethnicity; age; children in household; combined family income; title (faculty, 
staff, or administrator); institution (Berea, Lindsey Wilson, Union, or other); social/work 
screen time (hours of computer, television, and tablets); sick/illness days per year; 
perception of body composition; highest level of parent’s education all represent 
significant demographic information regarding employee factors of wellness. 
Hypothesis.  BMI influences total wellness and the five factors of the Indivisible 
Self Theory of Wellness. 
Null Hypotheses (Ho).  Body mass index (BMI) has no influence on total 
wellness and the five factors of the Indivisible Self Theory of Wellness. 
 BMI has no influence on the Total Wellness. 
 BMI has no influence on the Creative Self. 
 BMI has no influence on the Coping Self. 
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 BMI has no influence on the Social Self. 
 BMI has no influence on the Essential Self. 
 BMI has no influence on the Physical Self. 
Conclusion 
 The results of this study will indicate whether a relationship exists between BMI 
and factors of wellness among full-time employees at private Kentucky colleges and 
universities.  By analyzing BMI against factors of wellness, the researcher can offer 
predictions about the quality of life for employees working in Kentucky private higher 
education.  Developing an understanding of how BMI contributes to one’s wellness 
offers useful information for addressing wellness concerns for employees and employers. 
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CHAPTER 4: RESULTS 
This study explored the relationship between BMI and wellness, as defined by the 
Indivisible Self Theory.  Chapters 1, 2, and 3 provide the framework for the evaluation of 
this study.  The outline of the problem, literature review, and methodology provide the 
foundation and theoretical understanding of the issues surrounding obesity and employee 
wellness.  The significance of the research relates fundamentally to the literature review 
regarding obesity and employee wellness.  The analysis in Chapter 4 addresses the 
hypothesis that BMI influences total wellness and the five factors of the Indivisible Self 
Theory of Wellness. 
Chapter 4 will explore the relationship between BMI and factors of wellness 
among full-time employees at private Kentucky colleges and universities.  To determine 
what relationships exist, the researcher addresses six specific questions regarding BMI 
and the Indivisible Self Wellness Theory. 
Question 1: Is there a relationship between BMI and an individual’s total wellness? 
Question 2: Is there a relationship between BMI and an individual’s creative self? 
Question 3: Is there a relationship between BMI and an individual’s coping self? 
Question 4: Is there a relationship between BMI and an individual’s social self? 
Question 5: Is there a relationship between BMI and an individual’s essential self? 
Question 6: Is there a relationship between BMI and an individual’s physical self? 
Demographic Information 
The analysis of survey data revealed detailed demographic information for 995 
participants, 17 of whom provided incomplete responses that rendered the data unusable.  
The viable sample population of full-time faculty, staff, and administrators consisted of 
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978 AIKCU employees from 17 institutions (Table 2).  The AIKCU population consisted 
of Alice Lloyd (n = 27), Asbury (n = 52), Berea (n = 71), Campbellsville (n = 139), 
Centre (n = 23), Georgetown (n = 72), Kentucky Christian (n = 37), Kentucky Wesleyan 
(n = 38), Lindsey Wilson (n = 122), Mid-Continent (n = 44), Midway (n = 44), Pikeville 
(n = 28), Saint Catherine (n = 51), Thomas More (n = 50), Transylvania (n = 63), Union 
(n = 44), and University of the Cumberlands (n = 73).  Of the 20 eligible AIKCU schools, 
Bellarmine University, Brescia University, and Spalding University were unable to 
participate. 
In gathering additional demographic information (Table 3), the researcher 
attempted to capture a snapshot of the make-up of the individuals employed at small 
private Kentucky colleges and universities.  Beyond the employment institution, 
important information regarding gender, employment status, marital status, number of 
children in the household, combined family income, highest level of education 
completed, and total number of hours of screen time per day including computer, 
handheld devices, and television was collected.  The significance of these demographic 
items may offer considerations for this research and future studies. 
Female participants significantly represented the population by nearly 2:1.  Of the 
978 total participants, 64.5% (n = 631) were female and 35.5 % (n = 347) were male.  
The survey instructions required that only full-time employees participate in the survey.  
The researcher classified employment status as faculty, staff, and administrators. 
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Table 2 
Demographic Information of Participants (Institutions) 
 
  N Percent 
Alice Lloyd College 27 2.8
Asbury College 52 5.3
Berea College 71 7.3
Campbellsville University 139 14.2
Centre College 23 2.4
Georgetown College 72 7.4
Kentucky Christian University 37 3.8
Kentucky Wesleyan University 38 3.9
Lindsey Wilson College 122 12.5
Mid-Continent University 44 4.5
Midway College 44 4.5
Pikeville College 28 2.9
Saint Catherine College 51 5.2
Thomas More College 50 5.1
Transylvania University 63 6.4
Union College 44 4.5
University of the Cumberlands 73 7.5
Total 978           100.0 
 
  Administrators (n = 95) made up the smallest population of responders at 9.7%, 
faculty (n = 317) at 32.4%, and staff (n = 566) employees represented the largest 
population of responders at 57.9%.  Of the 978 participants, 76.9% indicated they were 
married (n = 752); the single demographic reflected 14.1% of respondents (n = 138); and 
separated (n = 9), divorced (n = 69), and widowed (n = 10) made up 0.9%, 7.1%, and 
1.0%, respectively. 
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Table 3 
Demographic Information of Participants (Gender, Employment 
Position, Marital Status, Number of Children, Combined Household 
Income, Highest Level of Education, Hours of Screen Time Per Day) 
 
  N Percent 
Male 347 35.5 
Female 631 64.5 
Total 978 100.0 
Faculty 317 32.4 
Staff 566 57.9 
Administration 95 9.7 
Total 978 100.0 
Married 752 76.9 
Single 138 14.1 
Separated 9 .9 
Divorced 69 7.1 
Widowed 10 1.0 
Total 978 100.0 
0 Children 535 54.7 
1 Child 182 18.6 
2 Children 181 18.5 
3+Children 80 8.2 
Total 978 100.0 
Income < $20,000 22 2.2 
$20,000-$29,999 85 8.7 
$30,000-$39,999 92 9.4 
$40,000-$49,999 107 10.9 
$50,000-$59,999 115 11.8 
$60,000-$69,999 94 9.6 
$70,000-$79,999 106 10.8 
$80,000-$89,999 72 7.4 
$90,000-$99,999 82 8.4 
$100,000 or more 203 20.8 
Total 978 100.0 
High School Graduate 83 8.5 
Trade/Tech./A.A. Degree 65 6.6 
Bachelor's Degree 285 29.1 
Advanced Degree 545 55.7 
Total 978 100.0 
0-2 Hours of Screen Time 138 14.1 
3-5 Hours of Screen Time 272 27.8 
6-8 Hours of Screen Time 295 30.2 
9+ Hours of Screen Time 273 27.9 
Total 978 100.0 
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More than half the population, 54.7% (n = 535), reported no children in the 
households.  Equally distributed were one child in the household at 18.6% (n = 182) and 
two children in the household at 18.5% (n = 18.5).  Only 8.2% (n = 80) of participants 
reported having three or more children.  Combined family income ranged from less than 
$20,000 per year (n = 22) to over $100,000 per year (n = 203), with additional combined 
family incomes dispersed across the population represented in Table 3.  Additionally, 
8.5% (n = 83) reported they completed high school, and 14.1% (n = 65) reported 
completion of a trade, technical, or associates degree. Bachelor’s degrees represented 
29.1% (n = 285), and advanced degrees consisted of the largest population at 55.7% (n 
=545) of the participants in the investigation.   
An area of interest pertaining to the desk-bound work and general culture of 
inactivity of employees defined in the literature review was the total number of hours of 
screen time per day (including computer, handheld devices, and television).  Within the 
population of participants, 14.1% (n = 138) reported between 0-2 hours of screen time per 
day.  Between 3-5 hours represented 27.8% (n = 272), 6-8 hours 30.2% (n = 295), and 9 
or more hours of screen time consisted of 27.9% (n = 273), which defined the screen time 
for the remaining participants.  
A significant area of comparison was the actual reported BMI and the reported 
perception of body composition by participants.  Table 4 represents the perception of 
body composition and actual BMI for the categories of underweight, normal weight, 
overweight, obese, and extremely obese.  Participants’ perceptions of their body 
composition were higher for the categories of underweight, normal weight, and 
overweight than their actual reported BMI.  From the total population, 41.1% (n = 402) 
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perceived themselves as normal weight when the actual percentage of participants for this 
BMI category was 33.7% (n = 330).  Additionally, 46.5% (n = 455) reported they were 
overweight; the actual percentage of participants for this BMI category was 33.9% (n = 
332).  
Interestingly, within the obese and extremely obese categories the percentage of 
participants who reported in this category decreased.  Participants’ perceptions of obesity 
were reported at 9.5% (n = 93), while the actual percentage of participants for this BMI 
category was 26% (n = 254).  Extremely obese participants represented 6% (n = 59), but 
only 2.4% (n = 23) of the population perceived they were actually in this BMI category.  
Table 4 
Reported Perceptions of BMI and Actual BMI Weight Status 
 
  N (Perception) 
Percent 
(Perception) 
N 
(Actual) 
Percent 
(Actual) 
Underweight 5 .5 3 .3 
Normal 402 41.1 330 33.7 
Overweight 455 46.5 332 33.9 
Obese 93 9.5 254 26.0 
Extremely 
Obese 23 2.4 59 6.0 
Total 978 100.0 978 100.0 
 
The Indivisible Self: An Evidence Based Model of Wellness measures total 
wellness across five indivisible self factors (Myers & Sweeney, 2005a).  The results of 
the inventory offer a total wellness score and individual scores for each of the second-
order factors.  The original 5F-Wel population used for norm reference consisted of N = 
3,343 participants (Myers & Sweeney, 2005b).  The AIKCU participants’ (N = 978) 
mean scores on the inventory are represented in Table 5 and include a side-by-side 
comparison of the means of the two sample populations.  
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Table 5 
Mean Values for Wellness (AIKCU vs. 5F-Wel) 
 
  Mean: AIKCU Mean: 5F-Well 
Total Wellness 78.72 71.63 
Creative Self 80.17 73.18 
Coping Self 73.54 68.73 
Social Self 88.12 77.35 
Essential Self 82.36 73.38 
Physical Self 72.35 66.56 
 
Findings 
In order to investigate the relationships between BMI and factors of wellness 
among full-time employees at private Kentucky colleges and universities, the researcher 
applied a process of regression analysis to discover whether BMI is a reliable predictor of 
total wellness.  The researcher summarized specific areas of output data to answer the 
primary research questions.  Output for the regression analysis was represented in a 
Pearson correlation, a Coefficient of Determination, and Coefficient Regression table for 
all factors of wellness.  Each table identifies the relationships that exist between BMI and 
an individual’s total wellness, including the five second-order factors of wellness.   
The researcher first generated scatter plots to provide a visual representation of 
the strength of the association between the variables and to determine the normality, 
homoscedasticity, and linearity of each of the hypotheses (Appendix F).  In relation to 
BMI, total wellness and the five second-order factors were normally distributed, and all 
combinations of independent and dependant variables were equal and expressed an 
inverse linear relationship.  An inverse linear correlation indicates that an increase in one 
variable also means a decrease in the other (Jackson, 2009; Shavelson, 1996). 
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A Pearson correlation analysis determines whether all the independent variables 
are related to the dependant variables, while at the same time each of the independent 
variables are unrelated (Shavelson, 1996).  Pyrczak (2006) states that a positive or 
negative Pearson correlation can be found, and the closer a value is to -1.00 or +1.00, the 
stronger the relationship between variables.  The descriptive statistics and correlation 
between BMI and factors of total wellness are represented in Table 6. 
Table 6 
Pearson’s Correlations for Total Wellness, Creative Self, Coping Self, Social Self, Essential 
Self, Physical Self and BMI 
 
Statistic Totwel Create Cope Social Essent Phy BMI 
Correlation   
Total Wellness 1.000       
Creative Self .826** 1.000      
Coping Self .827** .636** 1.000     
Social Self .689** .540** .458** 1.000    
Essential Self .617** .375** .288** .424** 1.000   
Physical Self .655** .392** .505** .292** .176** 1.000  
BMI -.175**   -.066*  -.129** -.082* -.010  -.357** 1.000 
Mean 78.7% 80.2% 73.5% 88.1% 82.4% 72.4% 28.3% 
Standard 
Deviation 7.171 8.071 9.292 11.131 9.344 13.831 6.574 
N = 978, *ρ < .05, **ρ < .01 
An expected result from the Pearson correlation was the strong positive 
correlation between total wellness and the second-order factors of wellness. This finding 
reinforced the Indivisible Self’s reliability and validity.  Pearson correlation analysis 
revealed that, as BMI values increased, the factors of wellness decreased (Table 6).  
When considering Pearson r correlations for BMI, the strongest correlation was, noted 
between BMI and the Physical Self (r = -.357, ρ < .01); BMI and Total Wellness (r = -
.175, ρ < .01); BMI and the Coping Self (r = -.129, ρ < .01); BMI and the Social Self (r = 
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-.082,  ρ< .05); BMI and the Creative Self (r = -.066, ρ < .05); and BMI and the Essential 
Self (r = -.010), respectively. 
The researcher also observed the coefficient of determination for BMI and each of 
the wellness factors to assess how well BMI predicts wellness.  R-Square (R2) was used 
to measure the proportion of the variance between BMI and each of the wellness factors 
and explains the overall strength of the association, allowing the researcher to determine 
the actual percentage of the variance (Shavelson, 1996).  The higher the R2, the stronger 
the prediction (Shavelson, 1996).  The coefficient of determination analysis between BMI 
and the wellness factors is represented in Table 7. 
Table 7     
Coefficients of Determination for BMI and Factors of Wellness 
 
    
Factors of 
Wellness R R Square 
Adjusted 
R Square 
Std. Error 
of the 
Estimate 
  
Mean 
Total Wellness .175 .031 .030 7.065  78.724
Creative Self .066 .004 .003 8.058  80.168
Coping Self .129 .017 .016 9.220  73.542
Social Self .082 .007 .006 11.100  88.119
Essential Self .010 .000 -.001 9.349  82.355
Physical Self .357 .128 .127 12.925  72.351
 
The R2 for Physical Wellness based on BMI (.128) was the highest percentage of 
all factors, suggesting that BMI accounted for 12.8% of an individual’s Physical Self.  
The R2 for Total Wellness based on BMI (.031) suggested that BMI accounted for 3.1% 
of Total Wellness.  The R2 for the Coping Self based on BMI (.017) suggested 1.7%.  The 
R2 for the Social Self based on BMI (.007) suggested that BMI accounted for 0.7% of an 
individual’s Social Self, and the R2 for the Creative Self (.004) suggested that BMI 
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accounted for 0.4% of one’s Creative Self.  The R2 for the Essential Self based on BMI 
(0.00) suggested that BMI accounted for 0.0% of Essential Self. 
The final regression output data indicated the significance of the independent 
variable by reporting the beta values.  According to Brace, Kemp, and Snelgar (2009), the 
higher the betas value, the greater the impact of the independent variable on the 
dependent variable.  A large beta value for this model would indicate that a unit change 
in BMI has a large effect on a specified factor of wellness.  The regression coefficient 
output is reported in Table 8. 
Table 8 
Regression Coefficient Output for BMI and Factors of Wellness 
 
Factors of Wellness                  B SE B β 
Total Wellness 84.119 .999
BMI  -.191 .034   -.175* 
Creative Self 82.457 1.139
BMI  -.081 .039 -.066 
Coping Self 78.694 1.304
BMI  -.182 .045 -.129* 
Social Self 92.031 1.569
BMI  -.138 .054 -.082 
Essential Self 82.740 1.322
BMI  -.014 .045 -.010 
Physical Self 93.628 1.828
BMI  -.752 .063 -.357* 
N = 978, *ρ < .01 
 
The regression coefficient output in Table 8 indicated beta values for Total 
Wellness (-.175), the Coping Self (-.129), and the Physical Self (-.357) were the strongest 
values for predicting BMI’s influence on wellness. The observed ρ values for Total 
Wellness (.000), the Coping Self (.000), and the Physical Self (.000) were less than the 
alpha, where ρ < .01.  The beta values for Creative Self (-.066) indicated no statistical 
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significance with BMI as a predicting variable, where ρ = .039.  The beta values for 
Social Self (-.082) indicated no statistical significance with BMI as a predicting variable, 
where ρ = .011.  The beta values for Essential Self (-.010) indicated no statistical 
significance with BMI as a predicting variable, where ρ = .765. 
In Table 8 the coefficient regression output also included the data necessary to 
explain the best fitting line for each of the scatter plots associated with the wellness 
factors (Appendix F).  The Physical Self slope (-0.752) and Y-intercept (93.628) values 
predict that, for every increase in BMI index, an expected -0.752 decrease is found in the 
Physical Self.  The Total Wellness slope (-0.191) and Y-intercept (84.119) values predict 
that, for every increase in BMI index, an expected -0.191 decrease in Total Wellness is 
noted.  The Coping Self slope (-0.182) and Y-intercept (78.694) values predict an 
expected -0.182 decrease in the Coping Self.  The Social Self slope (-0.138) and Y-
intercept (92.031) values predict an expected -0.138 decrease in the Social Self.  The 
Creative Self slope (-0.081) and Y-intercept (82.457) values predict an expected -0.081 
decrease in the Creative Self.  The Essential Self slope (-0.014) and Y-intercept (82.740) 
values predict an expected -0.014 decrease in the Essential Self. 
Conclusion 
 The researcher sought to determine whether or not BMI could be used as a 
predictor of total wellness and also as a predictor for the creative, physical, coping, 
social, and essential self.  Chapter 4 data identified that relationships existed.  The 
research model suggests that relationships exist among BMI and factors of wellness.  
Further discussion is necessary to establish the power and viability of these relationships.  
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Chapter 5 offers a discussion about the results and outlines the limitations, further 
recommendations, possible implications, and opportunities for future research. 
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CHAPTER 5: CONCLUSIONS AND IMPLICATIONS 
 This chapter highlights the analyses of the results, followed by a discussion of the 
conclusions drawn from the research.  The results from this investigation will determine 
whether BMI can be useful as a predictor of wellness.  Full-time employees at AIKCU 
institutions voluntarily participated in the study.  The rationale for the investigation 
stemmed from researchers’ observations of the levels of obesity and resulting wellness 
behaviors of individuals who are employed in higher education.  The AIKCU population 
is representative of the national obesity epidemic.  Evidence from the literature review 
shows that Americans suffer from the obesity epidemic in a variety of ways.  Issues 
related to mental and physical wellness, childhood obesity, quality of life, work 
performance, associated medical costs, and other health-related diseases such as cancer 
are linked to obesity.  Discovering the extent of the relationship BMI shares with 
wellness and the connection to one’s quality of life was the basis for this investigation. 
 The literature documents that the United States is growing larger; and the 
population of overweight, obese, and extremely obese individuals is increasing.  A recent 
study forecasting obesity trends found that 42% of Americans will be obese by 2030, 
costing more than $550 billion in associated health care (Finkelstein et al., 2012).  In 
addition, the study estimated the breakdown to be a 33% increase in obesity prevalence, 
and an estimated 130% increase in severe obesity by 2030 (Finkelstein et al., 2012).   
Americans are unhealthier and have placed themselves at more risk as a society 
because the quality of life for individuals has changed and now is measured differently 
due to the epidemic.  Obesity has a direct impact on nearly every aspect of human life, 
making it critical to observe how the factors of wellness are associated.  Healthy people 
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have more energy, are more motivated, and can lead without stress; they typically have 
little or no need for medical services and they typically live longer.  Healthy individuals 
usually display balance in their life, are self-confident, and have strong self-esteem.  
These individuals usually have strong relationships; they value their work and are valued 
by their employers.  People who exhibit healthy wellness characteristics know who they 
are and their importance within the context of their community.   
The seminal work of Adler (1964), and the later work of Meyers and Sweeney 
(2005a), support the theory of the Indivisible Self, where a healthy person is made up of 
multiple wellness factors.  The results of this study indicate that a relationship exists 
between BMI and factors of the Indivisible Self Theory of Wellness.  The literature 
reveals that obesity influences multiple aspects of human life, including but not limited to 
the physical health of individuals.  The multi-dimensional effect obesity has on overall 
wellness is witnessed in third-order wellness factors such as thinking, emotions, work, 
humor, exercise, nutrition, control, leisure, stress management, self worth, beliefs, 
friendship, love, spirituality, identity, and self-care (Myers & Sweeney, 2005a).  These 
factors are the foundational components of the Myers and Sweeney (2005a) creative, 
physical, coping, social, and essential self used to measure and define total wellness 
within the study. The results indicate that it is reasonable to assume obesity may affect 
some, if not all, of these factors and, therefore, have a negative effect on overall wellness. 
Discussion 
 The investigation proved that an inverse relationship was present between BMI 
and all factors of wellness.  It was evident from the results that as BMI increased, 
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wellness factors decreased.  The frequency with which this occurred was strong for some 
factors and weak for others, which leads to additional discussions. 
 The Pearson correlation between BMI and the Physical Self (r = -.357, ρ < .01) 
demonstrated the strongest relationship of all the factors in the study.  Additionally, the 
R2 suggested that BMI accounted for 12.8% of an individual’s Physical Self.  The third-
order factors of exercise and nutrition may explain the significance of the relationship 
between BMI and the Physical Self, which is widely acknowledged and considered a vital 
part to health and wellness.  Total Wellness and the Coping Self represent a set of factors 
that also add some context to the discussion.  The Pearson correlation for BMI and Total 
Wellness (r = -.175, ρ < .01), and BMI and the Coping Self (r = -.129, ρ < .01), are not 
significantly strong but still demonstrate some relationship.  The R2 for BMI and the 
factors of Total Wellness and the Coping Self suggested that BMI accounted for 3.1% of 
Total Wellness and 1.7% of Coping Self.  While this may be a relatively low percentage, 
it demonstrated their relevance as predictors of wellness. 
 The wellness factors of Social Self, Creative Self, and Essential Self demonstrated 
the least significant relationships with BMI; in some cases the relationship was almost 
non-existent.  The Pearson correlations for the Social Self (r = -.082, ρ < .05), the 
Creative Self (r = -.066, ρ < .05), and the Essential Self (r = -.010) demonstrated no 
significant relationship among this population.  Additionally, the R2 values from the 
coefficients of determination confirmed that BMI and the Social Self (.007), Creative Self 
(.004), and Essential Self (0.00) share a very small relationship.  These results suggested 
that BMI accounted for 0.7%, 0.4%, and 0.0%, respectively, of an individual’s Social, 
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Creative, and Essential Self.  These results offer no statistically significant relationship to 
justify that BMI can predict these factors of wellness. 
 The lack of consistency among the relationships between BMI and the Social, 
Creative, and Essential Self was confirmed by the statistical analysis.  However, the 
results were not completely void of any relationship.  The output data for the Physical 
Self, Total Wellness, and the Coping Self demonstrated a relationship with BMI.  It is 
important to acknowledge that Total Wellness is the accumulation of all the second-order 
factors.  The results indicated that a significant relationship already exists with some of 
the factors; therefore, the Myers and Sweeney Indivisible Self Theory (2005a) is 
substantiated under this model.  The analysis of the research results indicated there is 
evidence for the theory that BMI can predict wellness.  
The Physical Self is statistically significant because it specifically related to 
exercise and nutrition; there is causality between BMI and exercise and nutrition.  As the 
nation’s attention is focused on the Physical Self regarding obesity, we may have ignored 
its impact on the other second-order factors.  The evidence from this study suggests the 
other wellness factors are maturing much slower than the increase in national BMI 
statistics.  The results may suggest a slowly growing trend where obesity is influencing 
the factors of the Indivisible Self over time.  While the statistical significance among the 
factors is relatively small, some practical significance can be gleaned from the research. 
According to Kirk (1996), statistical significance is designed around whether a 
result is because of chance or sampling variability; he contends that a practical 
significance to the research results is often overlooked.  Practical significance relates to 
the usefulness of the result in the real world (Kirk, 1996).  The definition of practical 
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significance is relevant to the theory that BMI may be a predictor of total wellness.  The 
strength of the statistical significance of the output data for factors of wellness was small 
in some cases, but it should not be considered unimportant.  Their relevance describes a 
linear relationship between BMI and the Indivisible Self Theory.  The practical 
significance between BMI and the Indivisible Self Theory is relevant for future predictive 
relationship models.  
Another consideration in the national obesity epidemic and the Indivisible Self 
Theory may be in the perceptions held by participants.  No one wants to admit they have 
succumbed to obesity, and the reported perceptions of participants validate this concept.  
The reported perception and actual BMI results for all participants are actually higher for 
the categories of underweight, normal weight, and overweight.  In other words, 
participants self-reported more frequently their body mass to be in one of those three 
categories, when in reality the number of participants in those categories was much 
lower.  For the categories of obese and extremely obese, participants’ perceptions were 
distorted.  Only 116 participants (N = 978) perceived they were actually obese or 
extremely obese, when in reality the BMI statistics revealed that 313 (N = 978) were 
clinically obese or extremely obese.   
These results may be the new reality of wellness in America.  Americans have not 
accepted or taken responsibility for their body composition and may be out of touch with 
their associated wellness factors.  The wellness inventory measures perceptions; if people 
misperceive their body composition, it is plausible to believe they misperceive their 
wellness factors.  The relevance of these findings may explain the small statistical effect 
sizes and explain the documented national decline in health, work performance, and other 
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related second-order factors.  The practical significance of this study demonstrated that 
BMI can and does have relevance for predicting factors of wellness.  Understanding the 
theory of the Indivisible Self supported this outcome and the need to understand the 
impact of obesity on overall wellness. 
Conclusion 
Over the last 30 years, Americans have changed their physical activity by 
engineering it out of their daily lives, which has created a new reality (HBO 
Documentary Films, 2012).  The current reality is an American society where two-thirds 
of the population is obese.  The United States is responsible for the obesity epidemic; we 
created the environment that causes obesity.  Changing the current reality and redefining 
the future of wellness is necessary.  The challenge will be in developing new habits, new 
attitudes, and a new reality.   Education will be the key to identifying the wellness change 
to combat obesity, which will require leaders to articulate a clear message of wellness.  
This message must articulate a balanced approach to living a healthy life and return 
individuals to a quality of life filled with wellness.   
In order to solve this epidemic and focus attention on human development, the 
message must be clear and consistent from all areas of leadership.  Appley (1990) said 
that “human development is a result of solving problems” (p. 46), and that “the basic plan 
for civilization is human development” (p. 66).  Appley (1990) added that:  
Positive thinking is the basis for positive action and the motivation for it, but the 
value of positive thinking must be implemented by the power of positive action.  
The synergistic effect of positive thinking and positive action results in the 
realization of full human potential; a high level of productivity. (p. 82)  
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To resolve the obesity epidemic requires leadership to initiate collective positive 
thinking and implement positive action.  Every position in leadership must be committed 
to solving the obesity epidemic.  The literature review illustrates that Americans have 
taken a step backward and are regressing in their wellness.  If Appley (1990) is correct 
and the plan is human development, then we are failing to meet this objective.  Consider 
that, in 2009-2010, 12.5 million children in the U.S. between the ages of 2-19 were obese 
(Ogden, Carrol, Kit, & Flegal, 2012).  Children represent society’s future leadership, yet 
the obesity epidemic is growing at alarming rates among this population.  Collectively, 
Americans contribute to the lifestyle choices for children, impeding their ability to 
achieve their full development.   
The collective intention of our country must be to help individuals realize their 
full human potential, which is more easily accessible when people are well.  Obesity 
restricts total wellness and limits full human development.  “Life is really hard for obese 
people and has both social and physical consequences, we do not have to accept this as 
reality, obesity is a preventable disease” (Dr. Jack Shonkoff, Harvard University, HBO 
Documentary Films, 2012).   
Humans are made up of many parts that appear to be indivisible, sharing a 
symbiotic relationship.  It is reasonable to assume from the literature and research that 
wellness factor levels interact.  Creating a balance across the five factors of the 
Indivisible Self (Myers & Sweeney, 2005a) offers stability and wellness across life 
functions.  A high BMI creates an imbalance in one or more of the factor levels, 
rendering individuals deficient over time.  By definition, the Indivisible Self (Myers & 
Sweeney, 2005a) would then be consumed by these factors that affect BMI contributions 
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to the imbalance.  The interdependent relationship between these factors contributes to 
overall wellness or the lack there of.  There may be no perfect formula for complete 
wellness balance because other life realities affect individual wellness.  BMI is a 
controllable human characteristic; obesity is a preventable condition and, therefore, one 
less stress on the factors of wellness, if addressed.  A unified message must be 
communicated about the importance of wellness in order to eliminate obesity. 
Important to the discussion of obesity and wellness is action.  Action is necessary, 
but also action by leaders across the country is needed to examine and change the 
epidemic that is consuming the population.  The decline in medical resources and the 
increase in need for medical attention because of obesity-related conditions is 
problematic; a demanding work climate offers little relief, and the contributing factors of 
inactivity and poor nutrition are driving down the wellness of Americans.  There is an 
inevitable breaking point where emotions, health, the ability to love, spirituality, a sense 
of humor, work effectiveness, and sense of worth will be compromised by the epidemic.  
At this point, the obesity epidemic will have consumed our country and rendered society 
incapable of managing itself.  Any study offering suggestions and changes that reverse 
the current trend in obesity statistics is worthwhile.  The United States is on the precipice 
of a global epidemic; the power to reverse this problem, however, is available to leaders.  
Regaining the wellness of America is an achievable goal. 
This study examined employee wellness at AIKCU institutions; each institution’s 
relevance as a leading American college and university is significant to the impact on the 
obesity epidemic for explaining a larger societal contribution.  In 2008 there were 
19,574,395 students enrolled in U.S. colleges and universities, and 3,794,500 faculty, 
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staff, and administrators led them (U.S. Department of Education, National Center for 
Educational Statistics, 2010).  Impacting the wellness of employees at institutions 
through a cultural shift in wellness can influence students.  Leading by example can help 
to promote a healthier future for all by creating a new culture of wellness. 
Genuine wellness initiatives for employees affect other associated obesity-related 
diseases and redefine wellness across each campus.  The cumulative effect of this 
wellness leadership may change the national obesity epidemic by educating and leading 
students to adopt wellness lifestyles.  Surrounding students in an atmosphere that 
supports wellness and fights obesity can significantly alter current attitudes and trends.  
This is accomplished only by the institution’s leadership.  The example for students must 
be the professors, support staff, and administrators, all of whom exemplify a wellness 
attitude. The outcome of wellness leadership is in the cultivation of individuals who 
become educators, businessmen, researchers, parents, community activists, and other 
associated leaders who are physically and mentally well and capable of emphasizing the 
benefits of wellness. 
Limitations 
 The inventory was approved by the AIKCU administration and was then accepted 
for distribution by some of the school presidents.  If accepted, the instructions required a 
contact person to be assigned as an access point for electronic distribution of the 
inventory.  The communication of this process was completed via email, and respondents 
were not always timely, which affected the overall amount of time the inventory was 
accessible to employees. 
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 Most of the colleges’ human resources offices were assigned by presidents to help 
with the electronic distribution of the inventory.  Anecdotally, many of the contact 
representatives stated that employees were inundated with surveys throughout the year.  
Campuswide surveys for activities, department assessments, committee assessments, 
professional association surveys, and other forms of electronic assessment have 
increased, according to many of the contacts, resulting in what some described as “survey 
fatigue.”  Because this study was a voluntary inventory, it may have been dismissed.   
 Email distribution of the inventory also may have presented a limitation to the 
study.  The frequency of emails and the urgency of the content often contribute to the 
attention given to any email.  The inventory was voluntary and required approximately 8-
12 minutes to complete; in many cases, these types of email surveys are set aside and 
overlooked.  The urgency of an inventory usually is given a low priority and may limit 
additional respondents. 
 The study was limited to small private Kentucky colleges and universities.  This 
limitation may lead to bias based on geographic location and cultural issues.  The 
perceptions of small college employees may differ greatly from those at larger 
institutions.  The AIKCU population is distributed across urban, semi-urban, and rural 
populations, contributing to the limitations as well.  Voluntary self-reporting of 
perceptions is problematic because it is dependent on the attitude of the participant at the 
time of the inventory and the critical attention given to each item. 
 The inventory was made available only to full-time faculty, staff, and 
administrators, limiting the study and excluding part-time employees.  Many part-time 
employees do not have regular access to college- and university-supported computers, but 
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they represent a significant part of the potential population.  This population also may 
represent a demographic that presents lifestyle variables that contribute to the overall 
wellness inventory.   
Recommendations for Future Research 
 This study served to identify whether BMI could predict wellness; however, it 
may not be the best way to assess wellness.  Accessing the available information to 
discover the factors that contribute to obesity may offer a clearer picture of how wellness 
is affected.  The literature is clear that Americans live busy lifestyles that place a 
decreasing emphasis on physical activity and wellness.  These busy lifestyle choices are 
void of any meaningful calorie-depleting activity.  To complicate the matter, individuals 
have increased their consumption of processed foods that lack nutritional value.  The 
formula is not a sustainable model for wellness.  Future research should focus on the 
contributing factors of the busy lifestyle distractions and choices that eliminate 
opportunities for wellness. 
 While BMI is a measure of obesity, it alone is not the solution to the obesity 
epidemic.  A more appropriate research study would examine the contributing factors 
behind increased BMI and measure wellness factors accordingly.  Identifying a balanced 
wellness lifestyle that contributes to the decline in BMI indexes would be more 
purposeful for resolving the obesity epidemic.  A longitudinal study designed to measure 
wellness history over a period of time would potentially offer researchers an accurate 
picture of the variables that impact lifestyle.  Designed to specifically impact obesity and 
measure wellness, such a study could control lifestyle choices that have been identified as 
contributing factors.  Measuring the physical and psychological wellness of participants 
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across the length of a study would offer valuable information for future wellness lifestyle 
considerations. 
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APPENDIX E: Cover Letter To AIKCU Presidents 
 
 
Dear Colleagues, 
 
 
Developing the leadership within our organizations is critical to the continued 
growth of the institutions we lead.  I am seeking your support and cooperation for Chris 
Schmidt, the Dean of Students at Lindsey Wilson College. Chris is completing his 
doctoral studies at Western Kentucky University and the focus of his dissertation is 
employee wellness. I am asking you to support his research by allowing the full-time 
employees at your respective institutions to participate in an online survey related to 
employee wellness. Our institution’s employees are our greatest assets and I know each 
of us is concerned with their health and welfare along with the rising cost of health 
insurance, sick days and medical premium costs. I believe the data gleaned from Chris’ 
study will be valuable to all AIKCU members. 
 
Attached is a letter from Chris that outlines a simple request of support and 
directions.  I want to thank you in advance for your consideration in helping Chris with 
his dissertation research. Please contact me if you have questions or need additional 
information. 
 
Sincerely, 
 
 
 
Dr. William T. Luckey, Jr. 
President 
Lindsey Wilson College 
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